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PERSONAL STUDY PLAN
Name: Judith Ann McBrien 
Date: September 2001 
Date of registration: April 1999 
Registration number: 3821498
Overall aim of portfolio
To demonstrate increased competence in study, practice and research that will 
enhance the contribution of clinical psychology to health care.
Professional Dossier
(1) A curriculum vitae detailing professional training and practice
(2) Inter professional collaboration in work with parents with learning 
disabilities
The aim of this report is to describe and evaluate a series of linked initiatives (1996- 
2000) to improve inter-professional collaboration in the provision of services to 
parents with learning disabilities. It provides an example of a Clinical Psychologist 
working at a strategic level. The initiatives fall into the following phases - a 
retrospective clinical audit of a case; the development of a Parenting Protocol; staff 
training and evaluation. The original evaluation was devised and conducted by 
Michael Power, Centre for Social Policy, Dartington. The raw data were re­
analysed for this report. Sections of this work have subsequently been submitted 
for publication in the joint names of McBrien and Power.
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Academic Dossier 
(1) The learning disabled offender: methodological problems in identification
Although there are few NHS learning disability services specifically set up to 
address offending, there is increasing pressure on practitioners to take referrals of 
such cases. Clinical psychologists and psychiatrists are expected to assess risk and 
contribute to the design of care packages that will minimise risk. Their reports may 
be required for Court, Mental Health Act Tribunals or Vulnerable Adults case 
conferences. Reliable evidence concerning the prevalence of learning disabled 
offenders would inform the clinician’s approach to individuals but the evidence 
available is difficult to interpret. This paper reviews some of the methodological 
problems in identifying learning disabled offenders.
(2) Assessment and diagnosis of depression in people with learning disabilities
Whether or not people with learning disabilities could suffer from depression was a 
moot point in the literature as recently as the early 1980s. Since then many studies 
have concluded that depression does occur in this population. Diagnosis of 
depressive illness is reliant to a great extent on self-report by the patient, making it 
much more difficult in people with little or no communication. The problems 
encountered in assessment and diagnosis amongst people with learning disabilities 
have meant that prevalence and treatment choices have remained a matter of some 
debate. Clinical psychologists are frequently expected to contribute to the 
assessment of mood and mental state in people with learning disabilities and to 
deliver therapies and advice based on an accurate diagnosis. This paper reviews 
progress since the mid 1990s in the assessment and diagnosis of depression in this 
client group.
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Research Dossier
Title: Police and Carers’ Beliefs about Learning Disabled Offenders 
Name of supervisor: Professor Glynis Murphy, Tizard Centre, University of Kent 
Background and relevance
It is 'well established in the research literature, and a familiar reality to service 
providers, that some people with learning disabilities commit offences. Although 
there is no certainty on prevalence, having a learning disability is one of several risk 
factors for crime (e.g. Farrington, 1995). Whilst this is not surprising it does present 
particular dilemmas to service providers and to the Criminal Justice System (CJS). 
It has been found that carers have a reluctance to report incidents committed by 
people with learning disabilities to the police (Lyall, Holland and Collins, 1995). 
The reasons for such reluctance are not fully understood. Such an understanding 
would be of benefit to the development of closer co-operation between agencies and 
hence the better care and disposal of alleged offenders with learning disabilities. 
This study investigated the beliefs held by carers and poHce officers about learning 
disabled perpetrators of crimes. Specifically, their beliefs about reporting these 
offenders to the police, their causal attributions for the crimes and their feelings 
towards the perpetrators were compared. This was contrasted with their beliefs 
regarding alleged offenders without learning disabilities.
Design and methodology
In a 2 X 2 design, beliefs held by care staff in residential homes for people with 
learning disabilities and pohce officers were compared in relation to perpetrators 
with and without learning disabilities. Half the care staff and half the police officers 
rated crimes committed by people with learning disabilities, the other half of each 
group rated crimes by people without learning disabilities. In addition, a between 
groups design was used to explore the accuracy of participants’ perceptions of the 
other group’s beliefs. Vignettes were devised describing three different crimes
Personal Study Plan 7
(assault, rape and theft). Participants’ views of reporting these incidents and their 
causal attributions and affect were obtained.
Data collection
Ethical Committee approval was given for the study by the South-West Local 
Research Ethics Group (Plymouth Trial no. 1267) in October 1999. Data were 
collected from groups of carers and police officers in their places of work between 
May and December 2000.
Assistance provided
Assistance with design and statistical analysis was sought and received fi'om the 
research supervisor and personal tutor (Professor Sarah Hampson, University of 
Surrey). Practical help in accessing care staff was provided by Plymouth City 
Social Services and police officers by Devon and Cornwall Constabulary. 
Plymouth Community Services NHS Trust provided infrastructure support for 
access to computing facilities, partially paid the course fees and allowed research 
time for the work to be undertaken.
Time plan
April 1999 -  April 
2000
May -  Dec 2000
January - May 2001 
June - Sept 2001
Exploration of literature on offending in people with learning 
disability, decision on area to research, literature search, study 
design, methodology. Professional Dossier preparation.
Data collection for research. Completion of Professional 
Dossier.
Data analysis for research. Academic Review 1.
Writing up research. Academic Review 2.
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PROFESSIONAL DOSSIER fit 
CURRICULUM VITAE
Personal Details
• Name: Judith Ann McBRIEN
• Dob: 02 01 1953
• Nationality: British
• Work address: Plymouth Primary Care Trust, Learning Disability Service, 
Westboume Unit, Scott Hospital, Plymouth PL2 2PQ. E-mail 
iudith.mcbrien@pcs-tr.swest.nhs.uk. Tel/Fax: 01752 314333/314300.
Qualifications
• Clinical Psychology Diploma (1982) British Psychological Society (distinction).
• M. A. Psychology of Mental Retardation (1975) University of Keele.
• B.A. Psychology (hons) (1974) University of Leicester (2ii).
Current role
• Consultant Clinical Psychologist (adults and children with learning disabilities).
• Visiting Fellow (honorary) University of Plymouth, Faculty of Human Sciences
Employment history
• Hester Adrian Research Centre, University of Manchester (1975-80): Research 
Associate & later Fellow (research on behavioural methods of staff training in 
learning disability).
• (Professional training 1980-82).
• Plymouth Polytechnic (1982-86)*: Senior Lecturer in Learning Disability to 
M.Sc. Clinical Psychology and B.Sc. Psychology courses.
• Plymouth Health Authority (1982-86)*: Clinical Psychologist in Learning 
Disability. *a joint post, half time in each.
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• Plymouth Health Authority (subsequently Plymouth Community Services NHS 
Trust, subsequently Plymouth Primary Care Trust) posts of:
Principal Clinical Psychologist (1986-89)
Top Grade Clin Psy/Manager Challenging Behaviour Team (1989-92)
Clinical Director/Clinical Psychologist (1992-99)
Clinical Psychology Adviser to Trust (1992-94).
• Univ. of Plymouth: Visiting Fellow (hon) Faculty of Human Sciences (1999-).
Professional experience
• Clinical: Continuous clinical case-work in learning disability since 1982. 
Clinical training included placements in Mental Health, Neuropsychology, Child 
Development. Additional clinical work in Adult Mental Health Jan-July 1998.
• Research: See publications list below and :
• Regional Health Authority grant with others (1984-87) on the use of micro­
computers with severely learning disabled adults.
• NHS-E South & West grant (£5,000) on interprofessional training (1998-9).
• Plymouth Health Action Zone (£91,000) forensic studies in learning disability 
(1999-2002).
• Secretary to the Developmental Disability Research & Education Group, 
Postgraduate Medical School, University of Plymouth (current).
• Teaching: lecturing to variety of courses at Manchester University (1975-80); 
M.Sc. Clinical Psychology courses at University of Plymouth and occasionally 
at University of Exeter since 1982; B.Sc. Psychology course Plymouth
Polytechnic 1982-86. Variety of teaching to staff groups in health, social 
services and education since 1982.
• Managerial: managing the Learning Disability Service comprising Cl30 staff 
and a budget of £2.5 million, within the Community Trust 1992-99.
• Corporate management: member of Trust’s senior management team 1992-97.
• Strategic Planning: continuous experience of inter-agency planning of learning 
disability services 1984-1999.
• Public Health: seconded part-time to S&W Devon Health Authority 1998.
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• Conferences and other teaching: see list below.
• Committees and national bodies: see list below.
• Management training: variety of short courses 1982 to present. One year
Clinical Director programme 1996-7.
• Continuous Professional Development: attendance at wide variety of courses 
and conferences to update clinical skills 1982 to present.
Publications 
Books
• Foxen, T.H. & McBrien, J.A. (1981). The EDY In-Service Course for Mental 
Handicap Practitioners: Trainee Workbook. Manchester University Press.
• McBrien, J.A. & Foxen, T.H. (1981). The EDY In-Service Course for Mental 
Handicap Practitioners: Instructor’s Handbook. Manchester University Press.
• McBrien, J.A., Farrell, P. & Foxen, T.H. (1992). EDY: Teaching People with 
Severe Learning Difficulties. Trainee Workbook. 2nd edition. Manchester 
University Press.
• Farrell, P., McBrien, J.A. & Foxen, T.H. (1992). EDY: Teaching People with 
Severe Learning Difficulties. Instructor's Handbook. 2nd edition. Manchester 
University Press.
• McBrien, J.A. & Felce, D.J. (1992). Working with People who have Severe 
T.eflrninp Difficulty and Challenging Behaviour. Kidderminster: BIMH.
Journal Articles
• McBrien, J.A. & Weightman, J.B. (1980). The effect of room management 
procedures on the engagement of profoundly retarded children. British Journal 
of Mental Subnormalitv xxvi (i) 38-46.
• Hogg, J., Foxen, T.H. & McBrien, J.A. (1981). Issues in the training and 
evaluation of behaviour modification skills for staff working with profoundly 
retarded, multiply handicapped children. Behavioural Psvchotherapv 9 (4) 345- 
357.
• McBrien, J.A. (1981). Strategies for Education. Teaching and Training xxvi (4) 
111-116.
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• McBrien, J.A. (1981b). Introducing the EDY project. Special Education 
Forward Trends 8 (2) 29-30
• McBrien, J.A. (1985). Behavioural training for nurses in mental handicap 
Journal of Advanced Nursing 10 (4) 337 -  343.
• McBrien, J.A. & Edmonds, M. (1985). Evaluation of an EDY course in
behavioural techniques for staff working with severely mentally handicapped 
children. Behavioural Psvchotherapv 13 (3) 202 - 217
• McBrien, J.A. (1987). The Haytor unit: specialised day care for mentally
handicapped adults with behaviour problems. Mental Handicap 15 (2) 77 - 80
• McBrien, J.A. (1989). Evaluating the Plymouth and West Devon mental
handicap strategy. Mental Handicap 17 (1) 25 -  26.
• McBrien, J.A. (1992). A team approach. Communitv Care June 18th 12-13.
• McBrien, J.A. (1996). Handling Complaints: Retrospective Multidisciplinary
Clinical Audit. Communitv Care Management and Planning 4 (1) 6-11.
• McBrien, J.A. & Miller, D. (1997). 53 contacts for 1 discharge: contract
currencies in learning disability Services. Communitv Care Management and 
Planning 5 (4) 128-131.
• McBrien, J.A. (1998). Outcome indicators: friends or enemies? Managing
Communitv Care 6 (6) 254-255.
• McBrien, J.A. & Power, M. Professional attitudes to supporting parents with
learning disabihties. Submitted to The Tizard Learning Disability Review.
Chapters
• McBrien, J.A. (1981). Using videotape to train staff in behaviour modification
techniques. In J. Hegarty (Ed) Audio-Visual Methods in Staff Training. 
London: Graves Medical.
• Farrell, P., McBrien, J.A., Sugden, M. & Davies, K. (1985). Formal evaluations 
of EDY: findings and implications. In P. Farrell (Ed) EDY : Its Impact on Staff 
Training in Mental Handicap. Manchester University Press.
• McBrien, J.A. & Foxen, T.H. (1987). A pyramid model of staff training in 
behavioural methods - the EDY course. In J. Hogg and P.J. Mittler (Eds) Issues 
in Staff Training in Mental Handicap London: Croom Helm.
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• McBrien, J.A. (1991). Challenging behaviour in adults with learning 
difficulties: services in Plymouth and West Devon. In J. Harris (Ed) Service 
Responses to People with Learning Difficulties and Challenging Behaviour. 
Seminar papers No. 1. Kidderminster: British Institute of Mental Handicap.
• McBrien, J.A. (1993). The Behavioural Services Team for people with learning 
disabilities. In E.Emerson, P.McGill and J. Mansell (Eds) Severe Learning 
Disabilities and Challenging Behaviours: Designing High Quality Services. 
London: Chapman and Hall.
• McBrien, J.A. & Candy, S.A. (1998). Working with organisations: maximising 
your impact. In E. Emerson, A. Caine, J. Bromley, C. Hatton (Eds) Clinical 
Psychology and People with Intellectual Disabilities. Chichester: Wiley.
Editorial Work
• Reviewer for British Journal of Learning Disabilities (BILD).
• Member of Editorial Board of Tizard Learning Disability Review.
• Periodic commentaries for Managing Community Care, Pavilion Pubhshers.
Conference Papers. Workshops and other Teaching 
International
• USA: The effect of room management procedures on the engagement of 
profoundly retarded children. Presentation to 13th Gatlinburg Conference on 
Mental Retardation and Developmental Delay (1980).
• USA: Research at the Hester Adrian Research Centre. Presentation to 
Psychology Department, University of Birmingham, Alabama (1980).
• Hong Kong: invited 10-day EDY course for senior educationalists on staff 
training in mental handicap (1981).
• Hong Kong: invited address on the EDY Project to 5th Asian Conference on 
Mental Retardation (1981).
• The Sudan: invited 3-week EDY course for staff in a special school in Atbara 
(1984).
• Paris: Presentation to European Behaviour Therapy Conference (1990).
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• Thailand: invited 10-day EDY course at a special school in Chiang-Mai (1992). 
UK
• Variety of conference papers, workshops, lectures from 1977 to present. 
Recently:
• 1996: King’s College London: Community Care Development Centre. 
Workshop on developing effective assessment and treatment services.
• 1997: Loughborough University. Clinical Risk Management Training Course. 
Workshop for health managers on handling complaints.
• 1997/1998/1999: Office for Public Management. Workshops on Clinical 
Indicators (with Libby Menzies) for staff of Health Authorities and Trusts.
Membership of Committees. National Bodies, Other
• British Institute of Learning Disability: member (current) and ex-Tutor to 
Northern Division (late 1970s).
• British Association for Behavioural Psychotherapy: member (current) and 
formerly local branch and national committee member (early 1980s).
• British Psychological Society and Division of Clinical Psychology: member 
(approximately 1980-).
• South-West Regional Health Authority: former member of standing group on 
challenging behaviour (late 1980s).
• NHS E South & West: member of learning disability sub-group (1995-96).
• NHS Confederation Learning Disability Advisory Group member (1997-99).
• Governor of Special School (1993 to present).
• J.P. Plymouth Bench (1998 to present).
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PROFESSIONAL DOSSIER (2) 
INTER PROFESSIONAL COLLABORATION IN WORK 
WITH PARENTS WITH LEARNING DISABILITIES
1. Introduction
During the early 1990s it was the local experience in Health and Social Services that 
parents with learning disabilities were often the victims of poor quality co-ordination 
and decision making amongst the wide range of professionals involved. Potential 
problems with parenting were sometimes not identified until just before the baby 
was bom or on the maternity ward. In this anxious situation, multiple referrals and 
assessments sometimes ensued. Child protection procedures were being 
prematurely or inappropriately invoked, including separation of parent and child, 
which was subsequently overturned by the Courts. These cases caused much 
distress to the families and their practitioners.
Helping parents with learning disabilities is a growing challenge for services 
(Sheerin, 1998). This has its basis in the increased community presence of people 
with learning disabilities, which brings rising expectations (e.g. of parenthood) and 
increased vulnerability. This is attended by increasing concerns fi'om Social 
Services and the Courts as to the welfare of the children of these parents.
It is a requirement of the Children Act (1989) and the Government’s Quality 
Protects programme (1999) that Health and Social Services should work together in 
the interests of children who are in need. The plethora of guidance on working 
together is an indication of how difficult it is to achieve in practice. Tymchuk (1999, 
p.59) has highlighted the ‘hmited, fi-agmented and uncertain’ nature of support 
provided to this group and recommends much greater integration among services.
One of the several factors that make working together difficult is the wide range of 
professionals involved in complex caSe-work of this kind. The aim of the present
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report is to describe and evaluate a series of linked initiatives (1996-2000) to 
improve inter-professional collaboration in the provision of services to parents with 
learning disabilities. It provides an example of a Clinical Psychologist working at a 
strategic level. The initiatives fell into the following phases - a retrospective clinical 
audit of a case (1996); the development of a Parenting Protocol (1997); staff training 
and evaluation (1998/9). The role of the author is specified as appropriate.
2. Retrospective Clinical Audit
2.1 Need for an audit
During 1996, health and social care staff became exercised over the case of a woman 
with learning disabilities whose child was subject to child protection arrangements. 
The casework between professionals had become contentious. There was inter­
personal and inter-agency friction. Despite workers seeking advice from their 
managers and supervisors, the Child Protection Case Conferences were making no 
progress in easing the difficulties and complaints against one another’s practice 
became common. In the role of Clinical Director of the Learning Disability Health 
service, the author organised a retrospective audit of this case.
2.2 Audit method selected
Some time prior to this, the author had introduced to the Health team a method of 
‘retrospective multi-disciplinary clinical audit’ to assist in resolving friction between 
staff arising from difficult clinical situations and improving the handling of 
complaints (McBrien, 1996; Appendix 1). It is a method of examining what has 
gone wrong in any aspect of service delivery and eliciting targets for improvement.
2.3 Conduct of the audit
The retrospective audit is an ordered discussion and analysis of all available 
information pertaining to a service deficiency or complaint, conducted by those who
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were involved in it, aided by a chairperson. There are three stages -  agreeing a 
chronology of events, distilling the themes or issues arising, preparing 
recommendations. In this case, because of the level of negative feelings, the child 
care and adult workers met in separate groups, whilst an audit team assisted them 
and took the overview. The audit team comprised the present author in the chair, a 
child protection officer from Social Services (selected because of her central role in 
fielding the difficulties that had arisen in the case), a team leader from the adult 
Social Services team and her counterpart from the child care team (each of whom 
had staff involved in the case). Prior to meetings of the two staff groups a 
chronology was prepared and agreed as the basis for the meetings. The author 
chaired the adult staff group and another team member the child group. The audit 
team prepared a report with recommendations, which was fiirther discussed with the 
two groups and then presented to the Area Child Protection Committee.
2.4 Findings of the audit
2.4.1 The staff
The casework was found by all participants to have been characterised by conflict, 
differences of opinion, embarrassment and complaints. It had felt like ‘working in a 
foreign land with people who speak a foreign language’ (a learning disability adult 
worker). Every staff member drawn in had felt more affected by this case than they 
usually did. This had applied not only to the front line workers, but to their 
managers and their managers’ managers.
The audit team found that the issues could be grouped under headings of 
inexperience, lack of teamwork and accountability, over-complex supervision 
arrangements, and opposing attitudes. To dwell on the latter, some illustrations are 
given, drawn from the notes made at the time in the group meetings.
The Health staff in the learning disability team were seen by their child care 
colleagues as being on a crusade supporting the rights of the parent with learning 
disabilities and were accused of ignoring the child’s welfare, seeing him as a vehicle 
for mother’s success. In contrast, the child care staff in Social Services were seen by
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the adult (Health) workers as being intent on ensuring minimum costs and no risk to 
the child at the expense of a healthy parenting environment.
Based on this information, the audit team concluded that tension had reached a pitch 
whereby contempt for one another’s professional contribution had led to staff feeling 
de-skilled and devalued. In consequence, the mother received conflicting messages 
as to the purpose of various assessments and the likely outcomes and was left dis- 
empowered.
2.4.2 The system
The audit team found that as Health and Social Services had become more 
specialised, it was increasingly difficult for anyone to develop an overview of a 
family’s needs. Separation of adult and child care within Social Services did not 
help. There was a wide range of case-workers each with their own management and 
supervision arrangements. Although support to individual staff was in place it was 
not successful in delivering co-ordinated care. There was no co-ordinating 
framework in place, other than the Child Protection one, to assist in this (despite 
initiatives concerning Vulnerable Adults).
The audit thus highlighted difficulties in a range of areas, not all of which can be 
explored here. There were twelve recommendations in all (Appendix 2). The main 
finding appeared at the time to be one of deficiencies in knowledge of each others’ 
roles and expertise, amongst the wide variety of generic and specialist staff 
impacting on a parent with learning disabilities. On this basis, the planned 
intervention comprised the development of a protocol to guide staff and the 
provision of inter-professional education. This related to the first recommendation 
of the audit report: ‘An agreed, joint format or protocol is needed for such cases and 
the relevant staff should be trained in it’. The Area Child Protection Committee 
required such a protocol to be drawn up.
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3. Development of a Parenting Protocol
The purpose of the protocol was to provide a co-ordinating framework to guide staff, 
which it was hoped would prevent breakdowns in joint working. It was achieved by 
clinicians and managers from the learning disability service, the health visitor 
service (both within the Community NHS Trust), maternity services (the Hospitals 
Trust), adult and child care teams and child protection service (all Social Services) 
and a purchaser from the Health Authority. The author chaired the working group.
The protocol (Appendix 3) addresses some of the shortfalls identified in the audit by 
providing guidelines to staff who encounter an expectant parent with learning 
disability. To address previous ambiguity, it lays out who has responsibility for 
assessment at different stages and who is to co-ordinate the Care Plan. It includes a 
Screening Guide for identifying people who have a learning disability for generic 
workers that the author had prepared earlier.
4. Staff training and evaluation
4.1 Grant
It was felt essential to back the protocol up with training. Booth and Booth (1994) 
have described the importance of providing training in this area for professionals in 
generic services. Referring to working with parents with learning disabilities, 
McGaw (1998, p.208) states, ‘clinicians often report that they feel ill-prepared for 
this task, despite their training and background across the children’s services and 
intellectual disabilities sector’. In November 1997 the author bid successfully for 
funds from the NHS-E Regional Office under their Inter-professional Education and 
Training Development Programme 1997 - 2001 Minor Award scheme.
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The award (£5,000) was sought to develop a training session for staff to enable them 
to understand and utilise the Parenting Protocol, to deliver this training, to evaluate 
its effects on practice and to embed it in regular training for the fixture.
4.2 Development of the training session
Key to success was the setting up of a multi-agency Steering Group, representative 
of the agencies and staff groups at whom the training was aimed. The role of the 
Steering Group (chaired by the author) was to organise the staff training and its 
evaluation. A specialist trainer (a Senior Occupational Therapist) was engaged to 
develop the training content and dehver it.
The brief to the trainer was to make participants aware of the Parenting Protocol (its 
content and intent). The training session was entitled “Parents with Learning 
Disabilities: Improving Inter-professional Practice”. Its overall aim was stated as: 
‘This training session is designed to provide you with the key elements of 
knowledge and skill to guide your improved practice in working with families where 
the parent has a learning disability’. There followed a list of specific aims which 
encompassed participants being able to:
• Appreciate the effect a learning disability has on parenting.
• Identify that a perspn has a learning disability.
• Identify the particular needs for support.
• Understand referral routes between professionals.
• Describe the main requirements for planning and co-ordinating support.
4.3 Delivery of the training
The trainer devised a two and a half-hour session. This was run 16 times through 
June and July 1998, each session attended by approximately 15 staff fi'om different 
agencies and professions. Sessions comprised a mix of lecturing and small group 
work. The target audience was 402 staff of whom 226 (56%) attended (see 
Appendix 4 for a breakdown of attendance). Midwives were keen to receive the
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training with far more attending than planned. Attendance by Social Services Care 
Managers for adults was particularly poor (only 18% of those targeted). In contrast, 
Social Services Care Managers for children had a very high take-up (76% of those 
targeted). GP’s were by far the most disappointing group - only three attended.
4.4 Evaluation design
A social scientist was given a broad brief to evaluate the training and design an 
investigation of the subsequent impact of the protocol on practiced He designed 
and analysed pre and post training questionnaires (Appendix 5) to assess pre-course 
knowledge of learning disability, attitudes towards parenting and to provide 
feedback on the course in order to inform future training. The questionnaires made 
extensive use of five point attitudinal scales and invited open-ended comments. 
The pre-course questionnaire was sent out with registration details and brought 
completed to the session. The post-course questionnaire was taken away by 
participants for subsequent return by post.
4.5 Limitations of evaluation
With hindsight, it is apparent that the brief for evaluation was over-ambitious in that 
it proved impossible within the time-scale and funding to assess the impact of the 
protocol on practice. The evaluation questionnaires thus fell between two stools and 
did not closely correspond to the aims of the training session per se. In particular 
there were no pre-post measures. For example, whereas the fiirst asked whether 
people understood the definition of learning disability, the second did not, although 
this was addressed by the training. It should be borne in mind that this was not 
conceived of as a research project but as an evolving, co-operative effort across the 
various agencies to improve inter-professional practice. Steering Group members 
had been selected for their key roles in the management of the various professionals 
rather than for any research expertise. Nevertheless, informative and useful data
 ^The evaluation of the staff training was conducted by Michael Power of the Centre for Social 
Policy, Dartington, Devon. With permission, the raw data were re-analysed for this report.
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were gathered by the method chosen by the independent evaluator. Considerable 
reworking of the results has been carried out by the author for this report.
4.6 Results of evaluation
The return rates of 89% and 68% for the pre and post questionnaires respectively 
were satisfactory and there was a fair balance between the staff groups. The 
opportunity to make comments was extensively taken up. Results pertinent to the 
theme of this report -  improving inter-professional collaboration - are given here 
and all are based on answers to the post-course questionnaire.
4.6.1 Attitudes to parenting by people with learning disability
The post-course questionnaire addressed some key points relating to attitudes. Four 
statements were made as below and respondents indicated their degree of agreement 
on a scale of 1 -  5 (where 1 indicates less agreement and 5 more). Table 1 shows the 
percentage of each staff group who rated each statement 4 or 5.
• Statement 1 : A learning disability is a handicapping condition
• Statement 2: Parents with learning disabilities find infant and child care a 
difficult responsibility compared to other parents.
• Statement 3: I f  parent has a learning disability, the child will also experience the 
same handicap.
• Statement 4: Children ofparent/s with learning disability are at risk o f neglect.
Table 1 shows that the majority of Health staff (midwives, health visitors, learning 
disability staff) believed learning disability to be a handicapping condition in 
contrast to the Social Services staff. The same held true, to a slightly lesser extent 
for the second statement. Most staff across all categories did not expect the children 
of parents with learning disability to be similarly disabled, although this was more 
strongly the view of Social Services staff than of Health staff. As regards the risk 
of neglect, this was seen as more likely by the midwives in contrast to all other 
groups, although the majority of each group rated this statement ‘3’ (“sometimes” at 
risk of neglect).
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There were insufficient data to analyse the results by each staff group. It is of 
interest however to know whether there were differences between Health and Social 
Services staff and between child care and adult workers. To establish this, groups 
were collapsed and chi-square analyses run. The results for the differences between 
Health staff and Social Services staff are shown in Table 2. There were significant 
differences between these groups on three of the four questions in the direction that 
Health staff perceived -  more than did Social Services staff - that learning disability 
is a handicapping condition, parenting is more difficult for parents with learning 
disabilities and the children are more likely to have a similar condition.
In a comparison of child versus adult care staff, there were no significant differences 
on three of the questions. There was a difference at the 5% level on question 2 
(parents with learning disabilities find child care more difficult than do other 
parents) in the direction of staff working with adults believing this to be more the 
case than did staff working with children.
Table 1: Attitudes of each staff group to parenting by people with learning disabilities 
(questions 1-4 on post-course questionnaire): frequency (%)
Learning 
disability is a 
handicapping 
condition:
Mostly/always
Parents with learning 
disabilities find child 
care difficult 
compared to other 
parents:
Often/much more so
If a parent has a 
learning disability, 
the child will 
experience the same 
handicap:
Quite often/mostly
Children of a 
parent with 
learning disability 
are at risk of 
neglect:
Often/frequently
SSC 7/26 (27) 3/26(12) 1/26 (4) 1/26 (4)
SSA 6/20 (30) 4/19(21) 0/20 (0) 2/19(11)
HV 15/28 (54) 9/28 (32) 4/28 (14) 4/28 (14)
MW 26/59 (44) 27/59 (46) 9/59(15) 12/59 (20)
LDS 8/12 (67) 5/12 (42) 2/12(17) 1/12 (8)
 ^SSC = Social Services Child Care; SSA = Social Services Adult team staff; HV = Health Visitors; 
MW = Midwives; LDS = Learning Disability Service staff (Health).
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Table 2: Agency differences re parenting (questions 1-4 on post-course questionnaire)
Question Rating Health " SSD*’
N (%) N (%) P
Qn 1:LD" is a Not at all/hardly ever/
handicapping condition Sometimes 50 (50) 33 (72) 5.786 .016
Mostly/always 49 (50) 13 (28) d f l
Qn 2: LD parents find No/occasionally 15 (15) 20 (44)
child care difficult Rather more so 43 (43) 18 (40) 17.214 .000
compared to other parents Often/much more so 41 (41) 7(16) df2
Qn 3: If parent has LD, Hardly ever/occasionally 46 (47) 28 (61)
child will have same Same as non LD parents 38 (38) 17 (37) 6.087 .048
handicap Quite often/mostly 15 (15) 1(2) df2
Qn 4: Children of a parent Seldom/slightly more so 21 (21) 14(31)
with LD are at risk of Sometimes 61 (62) 28 (62) 3.707 ns
neglect Often/frequently 17 (17) 3(7) df2
® Health = Health Visitors + Midwives + Learning Disability Service staff (Health).
SSD = Social Services Child Care + Social Services Adult team staff.  ^LD = Learning Disability.
There were significant differences in the views of Health and Social Services staff 
regarding learning disability itself, its effect on parenting and its effect on outcomes 
for the child. This is commented on later.
4.6.2 Inter-professional differences of opinion re the protocol and training
These differences were echoed in the answers to two further questions (each rated on 
a 5 point Likert-type scale):
‘Would you expect the general use o f the Special Parenting Protocol amongst 
different professional services to improve co-ordination between health and 
social care? ’ Score 1 = ‘hardly ever’ - Score 5 = ‘almost always’. Question 8. 
‘Do you think in future you will find the training session to be o f use in clarifying 
the best approach to helping parents with learning disabilities and their 
children?’ Score 1 = ‘not much help’ - Score 5 = ‘yes, a valuable session’. 
Question 11.
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Table 3 presents the results on these two questions for each staff group and Table 4 
the differences between Health and Social Services. In each case scores have been 
collapsed such that score 1& 2 = 2 ; 3 = 3 ; 4 & 5  = 4.
Table 3: Staff views of usefulness of protocol (question 8) and training (question 11) post 
course: frequency (%)
Staff Groupé Protocol will improve co­
ordination. N (%)
Training will be helpful. 
N (%)
SSC 16/27 (59) 11/27(41)
SSA 13/20 (65) 11/19(58)
HV 23/28 (82) 20/28 (71)
MW 49/59 (83) 38/58 (66)
LDS 10/12(83) 11/12(92)
Total 111/146 (76) 91/144 (63)
® SSC = Social Services Child Care; SSA = Social Services Adult team staff; HV = Health Visitors; 
MW = Midwives; LDS = Learning Disability Service staff (Health).
Table 4: Agency differences in views of usefulness of protocol (question 8) and training 
(question 11) post course
Question Rating Health"
N (% )
SSD"
N (%) Ü: P
Protocol will 
improve co­
ordination
Hardly ever / occasionally 
Sometimes
Quite often / almost always
2(2% )
15 (15%) 
82 (83%)
1 (2%)
17 (36%) 
29 (62%)
8.297
df2
.016
Training will 
be helpful
Not much help/useful rarely 
Some help
Frequently usefiil / valuable
8^M 4
21 (21%) 
69 (70%)
9 (20%) 
15 (33%) 
22 (48%)
7.539
df2
.023
® Health = Health Visitors + Midwives + Learning Disability Service staff (Health). 
SSD = Social Services Child Care + Social Services Adult team staff;
Tables 3 and 4 suggest that Health staff had greater faith in the likelihood of the 
protocol helping inter-professional co-ordination and found the training session
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more likely to be useful than did Social Services staff. No significant differences 
were found on these questions when staff were divided according to whether they 
worked with adults or children.
These findings were surprising to the Steering Group who had believed (from the 
audit) that there was a child versus adult divide in professional approach and 
opinion, rather than a Health versus Social Services divide as demonstrated here. 
The audit dealt with very small numbers of practitioners compared with the training 
evaluation. In the audit, the Health staff were mainly working with adults and the 
Social Services staff with children. The training evaluation elucidated the audit’s 
findings of important differences in attitude.
4.6.3 Open-ended comments analysis
Comments written on the post course questionnaire were subjected to content 
analysis (a transcript is given in Appendix 6). Overall there were 88 comments 
written by 81 participants. A breakdown of comments by staff group is shown in 
Table 5. The breakdown for Health staff versus Social Services staff is 38% and 
33% respectively. Three main themes were identified from these comments and 
coded.
Table 5: Breakdown of comments by staff group: frequency (%)
MW" HV SSC SSA LDS Totals
N attended course 90 34 48 34 17 223
N (%) commented 
post course
26 (29) 21 (62) 18 (26) 9(26) 7(41) 81 (35)
" MW = Midwives; HV = Health Visitors; SSC = Social Services Child Care; SSA = Social Services 
Adult team staff; LDS = Learning Disability Service staff (Health).
Theme 1: The early identification of learning disability in mothers-to-be
Favourable: comments that were favourable towards the early identification of 
learning disability in order to achieve prevention, risk reduction, standardisation of
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practice, helping parents more effectively; i.e. equivalent to being in favour of the 
parenting protocol.
Examples
"It is important to have recognised workable protocols for reference and guidance to 
prevent unnecessary hindrance to care\ MW
7 am glad the issue is being addressed -  the protocol will be useful in following up 
suspicions. It is also useful i f  all agencies are using the same standards to cases in 
individuals ’ ability to parent \  HV
‘Documentation should be shared by all those supporting the family -  there should 
be a record accessed by everyone \  HV
Reservations; comments that saw dangers of prejudice, discrimination or over­
generalisation in using early identification of learning disability; i.e. equivalent to 
having doubts about the protocol.
Examples
7 ... felt that we were being asked to stereotype all people with LD. I  found this a 
bit insulting on behalf ofpeople with LD \  HV
(The protocol is) ‘assuming that parents with learning disabilities all function at a 
similar level. Also that they are only disabled by the disability itself and not 
society’s discriminatory attitude and assumptions SSC
‘It worries me that “all” parents with a LD could be subject to assessment -  this 
pre-judges that there could be problems because parents have a LD. Parents 
mustn’t be made to feel that they have been singled out as having a potential 
parenting difficulty because they have a LD ’. SSC
Theme 2: Multi-agency, inter professional collaboration
Positive without reservations: comments suggesting multi-agency or inter­
professional involvement and collaboration were important and beneficial in terms 
of accessing specialist skills, understanding one another’s roles better, effective care 
planning, etc.
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Examples
‘It is important that the whole team is involved with understanding this new 
protocol’. SSA
‘A special parenting protocol will hopefully reduce role confusion and power 
struggles between professionals ’. LDS
Reservations about practicalities: comments that suggested doubts about the 
practicality of improving inter-agency working because of limitations on funding, 
staffing, attitudinal barriers, lack of skills.
Examples
"SS in my area are overworked and will take a long time to respond to a referral 
that may be very needy but not urgent’. HV
7 think some professionals are still likely to be reluctant to fulfil the vision o f this 
protocol as I  am picking up a lot o f resistance from colleagues to look carefully at 
their client’s needs ’. HV
‘Ifeel that the issue o f care management still needs exploring i.e. is an adult or child 
care worker responsible for the case -  there appears to be much disagreement 
among workers as to who takes overall case management responsibility -  despite 
the protocol’. SSC
‘Hasn’t considered whether worker with a changed role have the skills or are 
willing to take on new role, e.g. adult care manager co-ordinating services ’. LDS
A breakdown of the comments made within the first two themes is shown in Table 6 
and shows a startling discrepancy between Health and Social Services staff in their 
views of whether it is desirable or not to identify learning disabilities early on in a 
woman’s pregnancy. The Health group was highly in favour of doing this (82%) 
compared to 0% of the Social Services group. Views on whether multi-agency 
working is desirable and beneficial were broadly similar, just over half of each 
group believing it is still very difficult to achieve with regard to this area of work.
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Table 6 : Breakdown by agency of comments under the first two themes: frequency (%)
Theme N = 88 Type of comment 
within theme
Both
groups
Health Social
Services
Early Identification 25 (28) Favourable 14/25 (56) 14/17(82) 0/8 (0)
Multi Agency 27(31) Positive 11/27(41) 8/19 (42) 3/8 (38)
Theme 3: Recommendations
These ranged across suggestions for improving practice or the protocol, requests for 
further training as being highly beneficial to multi-agency working and comments 
on the training session itself. Such recommendations were made by 13 MW, 8 HV, 
7 SSC, 6 SSA and 3 LDS. Whilst Health and Social Services staff were equally 
keen to suggest improvements to the protocol or to practice. Health staff were much 
keener than social workers to receive further multi-professional training (64% of 
Health staff, 36% of social workers). Health staff had more comments on the 
training session (positive and negative) than did social workers.
A reading of all comments suggests that Social Services staff reservations stem fi'om 
an individual ‘needs led’ approach that made them suspicious of any general rules or 
procedures. They felt that parents with learning disabilities should not be singled 
out because to do so may in itself produce, by lowering self-esteem and confidence, 
the very parenting problems all are concerned to avoid.
By contrast midwives and health visitors believed a proper and widely 
acknowledged system of identifying care needs should be placed within the context 
of prevention that requires early identification and the monitoring of development by 
generally adopted procedtires.
Reasons for these differences may lie in a variety of factors. Each agency has a 
differing remit; in particular social workers have statutory responsibilities for child 
protection and the power to remove children from their parents. The client/patient 
groups served are different - midwives generally deal with healthy parents whilst 
social workers deal with people who are usually in some sense marginal to the
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mainstream of healthy living. There is a difference in pre-qualification training 
(three years for midwives and health visitors followed by a further year’s 
specialisation, compared to a two-year generic training for social workers).
5. Conclusions
Commencing with unease within a local service over the working of one case, 
progress was made in identifying some of the difficulties facing a small group of 
practitioners. These included unawareness of one another’s roles and expertise, 
firmly held beliefs about each other’s views and intentions and the lack of any co­
ordinating fi'amework. This information informed the drawing up of an inter-agency 
protocol backed up with training.
In this intervention greater emphasis was placed on co-ordinated systems for 
identifying and referring parents than on the attitudinal differences also apparent in 
the audit. The evaluation of the training showed that whilst the protocol and inter­
professional training were found usefiil by the majority, they were found 
significantly more useful by Health staff than Social Services. In particular, 
differences were found between Health and Social Services staff, irrespective of 
whether they were specialist (e.g. LDS) or generic (e.g. HVs and MWs) in their 
views of parenting by people with learning difficulties, even after the training. Such 
differences were not apparent when groups were divided into adult and child care 
workers. It was of interest that some of the audit findings, which applied to one 
Social Services district only, held true city-wide.
The case highhghted by the audit, triggered recognition of the wider problem of 
differing attitudes leading to mistrust between professionals. This is pertinent at a 
time when all are being encouraged to work together more closely (see, for example, 
the Government’s programme of Partnership in Action (2000).
Attitudinal differences between professionals in this field have not received research 
attention to date. The literature focuses on examining the vulnerability of children.
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parental competency and the efficacy of intervention. Since much of the work 
described here was concluded, there has been more comment in the literature about 
this. Sheerin (1998, p. 126) points out that parenting by this group is ‘a highly 
emotive issue... Many of the arguments against such parenting have their basis in 
eugenic theory, whereas those in favour often cite human rights declarations, and 
philosophies such as normalisation’.
These attitudes can hamper the delivery of services. McGaw (1998, p. 194) suggests, 
‘parents with intellectual disabilities tend to be vulnerable to pejorative attitudes 
which deem them unfit for parenting and incapable of carrying “fiill parental 
responsibility”...’.
Since the work described in this report commenced, a considerable body of research 
has become available (for an excellent summary see McGaw, 2000). Such guidance 
will surely assist service delivery, but the difficulties revealed here may yet hamper 
implementation of best practice. It is suggested that the unsurprising finding that 
staff attitudes are a crucial factor in providing a quality service deserves some 
further attention in both practice and research.
6. Critique 
6.1 The audit
The audit method selected had proved in previous situations a straightforward and 
effective method of investigating why something had gone wrong in the dehvery of 
a service. Although more complex for this case, given levels of animosity between 
the players, it served well to elucidate problems and guide remedial action.
6.2 The evaluation of the training
It was anticipated that an outcome evaluation would be undertaken, entailing 
monitoring a small series of cases through the system (for referral timeliness and 
appropriateness) and interviewing parents to find out how supported and happy they
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were with the services. This proved beyond the time and resources available 
through the grant. The focus therefore changed to become an analysis of the 
differences in knowledge and attitude between staff groups. To this extent it clearly 
followed up on the original audit findings. However the questionnaires did not 
fully address the points of interest and did not allow for pre-post training changes to 
be measured. Questions ranged across knowledge (e.g. ‘what is learning 
disability?’) through empirical questions (e.g. the probability of a child with a 
learning disabled parent being neglected) to attitude questions (e.g. ‘is learning 
disability a handicapping condition?’). The evaluation could have been better 
designed had the Steering Group had a better grasp of the situation at the time.
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CASE
STUDY 1
Handling Complaints: 
Retrospective Multidisciplinary 
Clinical Audit
JUDITH McBRIEN
C l i n i c a l  D i r e c t o r / C l i n i c a l  P s y c h o l o g i s t ,  L e a r n i n g  D i s a b i l i t y  S e r v i c e ,  
P l y m o u t h  C o m m u n i t y  S e r v i c e s  NHS T r u s t .
The importance of complaining
The entitlement of the recipient of public services to 
an ever more explicit level and quality of response can 
hardly have escaped the attention of service providers. 
The proliferation of charters (Citizens, Patients, etc), 
whilst viewed with cynicism by some, reminds public 
sector workers that they are increasingly accountable 
for the service they provide, whilst at the same time 
arousing higher expectations amongst customers. 
Integral to the strategy of promoting greater account­
ability is a drive to improve complaints procedures. 
This article looks at a method o f investigating 
complaints and using the information generated to 
examine and improve practice.
Being Heard —  the report of the NHS Complaints 
Review Com mittee’ recommends the need for 
cultural change throughout much of the NHS so that 
complaints are seen as a positive opportunity to tackle 
poor or unsatisfactory services. It urges dealing with 
complaints as close as possible to their source and a 
focus on procedures which resolve the complaint rather 
than procedures which seek to discipline staff. The 
committee makes clear that handling complaints must 
not only satisfy the complainant but generate 
information about inadequacies or problems so that 
they can be addressed. The committees recommenda­
tions are to be implemented in April 1996 in the form
of a new NHS complaints procedure in England, Acting 
on Complaints.-
Retrospective multidisciplinary 
clinical audit
Retrospective multidisciplinary clinical audit is an 
approach which the Learning Disability Directorate of 
Plymouth Community Services NHS Trust has been 
using as part of their investigations of complaints and 
concerns about service delivery or clinical practice. 
Acting on Complaints recommends that ways are found 
to empower front line staff to use information gained 
from complaints to improve service quality. The 
approach described here goes some way to fulfilling 
this. It promotes critical self analysis, strengthens team 
work and directly improves practice. The concept of 
retrospective multidisciplinary clinical audit is 
borrowed from a report of the committee of inquiry 
into the fatal incident at the Edith Morgan Centre, 
Torbay3- The approach has subsequently been 
embedded within the Trusts clinical audit programme.
The method is a simple one of organising an ordered 
discussion and analysis of the circumstances preceding 
and surrounding a complaint or untoward incident. It 
takes place between all those thought to be involved
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and is described more fully later. It can serve as the 
investigation itself or a part of it, or it can be carried out 
as a separate exercise after the resolution of the 
complaint. This is not offered as a new technique, nor 
as a substitute for formal investigations and disciplinary 
procedures, but as a common sense approach to 
learning from mistakes. Oft repeated, small failings — 
none in itself resulting in a serious complaint or 
warranting a heavy duty investigation, contribute to an 
experience of poor quality for the customer and are 
hard to quantify across a service. In extreme cases, such 
as the murder of an occupational therapist at the Edith 
M organ psychiatric unit, retrospective analysis can 
reveal a catalogue of apparently minor errors by many 
different staff over a long period, which, unrectified, 
open the door to tragedy. A similar pattern has been 
shown in events leading up to the death of children as 
revealed by social services inquiries (for example, the 
Maria Colwell inquiry). The changes subsequently 
demanded, although unavoidable, may be out of all 
proportion to the actual errors made.
Complaints which are apparently easy to deal with, 
for example by apologising for poor communication, 
the lack of a timely discharge report, or failing to give 
a progress report to a relative, are often given the least 
attention. The apparent simplicity of dealing with the 
issue and pacifying the complainant means it is often 
delegated to junior staff. A culture is needed in which 
service managers use mistakes and complaints
to generate an agenda for change and learning 
amongst staff.
The final report on the Edith Morgan inquiry, 
The Falling Shadow (Blom-Cooper, Hally and Murphy, 
1995)3 should be required reading for any community 
care provider or commissioner. The account is both 
inspirational and unnerving.- Unnerving because it 
cannot fail to alert the reader to parallels in their own 
service. Some quotations from the book are shown in 
Table 1 as an indication of the alarm ringing messages 
it holds.
It is suggested that taking an analytic approach to 
small errors as they arise and by encouraging honesty, a 
safeguard against serious incidents should be provided, 
whilst strengthening the service and offering insight 
into the need for systemic changes.
Context
Some brief background on the learning disability 
service may help to explain why Sir Louis’ suggestion 
of retrospective multidisciplinary clinical audit was 
adopted. Prior to 1992 the service comprised a variety 
o f professionals specialising in learning disability, 
managed in seven separate departments across three 
geographical localities. These services were subsumed
■  T able  1
Q uotations from  The Falling Shadow (B lom -C ooper, Hally and Murphy, 1995)
•  A review of A R’s history reveals countless examples of ineffective communication. Despite the importance
attached to discharge summaries, there was scarcely one that did not include either factual inaccuracies or 
distortions or both.”
•  The left hand of medicine did not know what the right hand of nursing was doing...”
•  ....a failure primarily attributable to management, contributed to by the absence o f effective 
professional leadership.”
•  The individual practitioner is prone to catastrophic errors ofjudgement; the coUection of professionals who
o not communicate effectively are ill-equipped to design comprehensive care packages, simply because no 
one professional sees the whole picture. The well-integrated team can, on the contrary, design, implement 
and monitor an effective package, addressing a wide range of needs. Given the discovery of the efficacy of 
such an approach, it is infinitely regrettable that it was abandoned.”
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under mental health. There was no coherent manage­
ment or strategic planning, no co-ordination, little 
multidisciplinary team work. There were a number of 
old fashioned in-patient units. In January 1992 the 
learning disability services were pulled together into a 
single directorate with a clinical director. The unit then 
causing the most concern was a 20-bed in-patient unit 
with a punitive regime towards patients and staff, a 
closed institutional culture and uni-professional 
domination by nursing staff.'’
Major changes were put in train involving new 
managers, closure of half the beds, removal of seclusion 
rooms, introduction of care plans, etc. This included 
long drawn out, unpleasant disciplinary actions and a 
high level dismissal. A retrospective audit of these 
changes was conducted covering the period of change 
(McBrien & Heap, 1993).:
The directorate as a whole was organised to embrace 
the concept of clinical management — aiming to have 
all key managers coming from a clinical background 
and continuing to hold small case loads (a downward 
extension of the clinical director model). As regards the 
troubled in-patient unit, by 1994 there was a positive 
atmosphere, new buildings coming on stream, IPRs, 
staff being nice to patients and to one another, and the 
beginnings of a multidisciplinary approach. However, 
in the words o f one colleague, by then a state o f‘witless 
bonhomie’ had been achieved —  an improvement on 
the frightening culture of two years before — but not 
good enough. Mistakes were still being made —  often 
the same ones repeated. An increasing drive for quality 
and for good team work was now showing up 
weaknesses barely noticeable before.
The notion of retrospective multidiscipUnary clinical 
audit seemed to fit the bill to tackle these problems. 
However, without the changes already achieved and 
the improvement in morale and commitment, the 
approach would probably have failed. It is a soul- 
searching experience for staff, requiring trust and 
confidence in one another. The directorate manage­
ment team recognised the advice of Sir John Harvey 
Jones^ that, during a period of major change, we have a 
responsibility to look after the walking wounded in the 
organisation. We had had enough of 
investigations and disciplinaries. The walking wounded 
needed attention.
Up until then, a standard approach to investigating 
service defrciencjes had been the norm. At worst the 
relevant manager did not hear that there was a concern 
—  it was hushed up or quashed and the complainant 
fobbed off. More commonly responsibility would be 
delegated to a manager to investigate by interviewing 
every person involved, drawing conclusions and 
reporting back. The report would more often than not 
say that no-one was to blame, it was a misunderstanding 
or that the complainant had got it wrong, or was a 
difficult character in any case. Everything would be said 
to be fine now^ No remedial action would be set. The 
less serious it seemed to be, the less likely it was to be 
given detailed attention. Staff would feel reUeved, if not 
self-congratulatory, that further trouble had been 
avoided. This does not foster learning by individuals or 
the organisation.
The standard approach of interviewing each 
individual involved in an incident has a number of 
disadvantages. It is very time consuming —  often it 
means returning to the same people several times as 
more information comes to light. It leads to an 
atmosphere of mistrust, of there being (another) witch 
hunt. People’s inclination is to cover their own backs 
and pass the buck. It does not encourage honesty.
The approach of retrospective multidisciplinary 
clinical audit was found to be a refreshing change.
Conducting a retrospective 
multidisciplinary clinical audit
The audit is an ordered discussion and analysis of all the 
available information pertaining to a complaint or 
service deficiency conducted by those who were 
involved in it. The process experimented with to date 
is that, following screening to establish whether to use 
the approach or not, as the first stage, those staff 
involved are required to meet together with the clinical 
director as chair. The session is likely to be long (for 
example, two hours). It is conducted in a spirit o f 
enquiry and fact-finding, without apportioning blame, 
with the intention that people acknowledge their part 
in the problem in a supportive atmosphere. The aim is 
to achieve a detailed, chronological account o f events.
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Thesecondstageisffir the chair to write this up as
raft account for distribution only to those involved 
Parucipants then have three tasks on receiving the draf 
hey amend it as they see fit with regard to fact. The 
en undertake the intellectual exercise o f analysing th 
issues which lie behind the individual actions o 
o m is s i^  _  abstracting the key areas fiom the mass o 
detail. Their third task is to list suggestions for remedia
acoons. The chair producesafinal version o f the events
and an anonymised list of issues and suggestions.
The group meets again (only two meetings) and 
agrees the final version of the events. They then brain-
)  '''^ '"^"^ ^"G saris in g an d ag reeo n rem ed ia lac tio n  
and who IS responsible. A final version is shared with 
ffie chiefexecutiveand other directors as appropriate.
Action of course must be followed up.
A question which may spring to mind at this point is 
wheffier other agencies, clients and carers are involved 
m this process. So far, most of the audits have 
concentrated on staff groups within the directorate 
altWugh some have included carers and social services 
staff. It IS anticipated that as confidence in the process 
develops then it could beneficially be extended to 
include clients and a wider range of agencies and carers 
as appropriate to each occasion.
W hether or not it is appropriate to chair the audit by
ffe  senior manager of the staff complained about is a 
debatable point. In this case, the context referred to 
above was an important determinant in keeping the 
washing o f the dirty linen in private. It would be 
interesting to experiment with a neutral chair in future.
When to use retrospective 
niultidiseiplinary audit
The approach has been tried both with complaints and 
coi^erns. As regards complaints, whether or not to
emb^ark on this approach for any particular complaint 
needs an early judgement. If it could entail disciplinary
^ o n  then It IS probably not the appropriate approach 
m thefirst instance. Ifitseems to resultfiomtheactions
r onussions o f several people, the combined effect of
may have led to the complaint, then it may be
e i ^ t o u s e  this method. These judgements usually
some screening, for example, making initial
enquiries o f the complainant and key informants and 
the gathering o f  any-essential documents such as care 
p ans, discharge reports, minutes of meetings. It may be 
appropriate to complete the local resolution o f the 
complaint and then conduct the audit in order to draw 
out the agenda for improvement.
As regards general concerns about service delivery, 
the method has been used to examine in some detail 
situations which have given rise to frustration and 
annoyance for clinical staff and which highlight 
e ciencies in a part of the service delivery system.
Experience has shown the importance o f screening 
complaints or incidents the moment they come to light 
and before any investigation is started. The practice has 
been adopted o f forming a panel o f the clinical 
director, business manager and the clinical manager of
the service concerned. These three meet as soon as the
complaint is received and agree how to screen. Who 
has already spoken to the complainant? What have they 
said? What kind of an investigation is needed? Who 
should do it? Is a specialist fiom another agency who 
can interview a complainant with learning disability 
required? Is it important to gain the advice o f
personnel? the police? child protection staff? etc.
Some examples
1. A client with learning disability, accepted for hip 
replacement by the district general hospital was 
refused the operation at the eleventh hour despite 
carefiil preparation by clinical staff in the learning 
disability team. The audit allowed an examination 
of the difficulties of access to generic health care for 
this client group and highlighted where protocols 
could be strengthened and awareness raised. This 
led to having a fink person at the DGH responsible 
for liaison with the learning disability service. This, 
It is hoped, will facilitate shared training and work 
experience for staff fiom both services. Whilst the 
audit was conducted only amongst staff o f the 
learning disability service, the analysis led to the 
involvement o f DGH staff subsequently.
. An episode o f care within the learning disability 
directorate, made complex by unclear funding 
responsibilities between health and social services.
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led to much bitterness and damaged relationships 
between staff within the same service. A client 
attending day treatment within one part o f the 
directorate became homeless when her carer 
suddenly became too ill to cope with her at home. 
It became clear during the morning (a Friday 
morning preceding a bank holiday weekend) that at 
five o’clock that afternoon the client had nowhere 
to spend the night. Throughout one key day a 
variety of staff including the community nurse/care 
manager, day treatment staff, psychiatrist and others 
tried unsuccessfully to find her a bed in a local social 
services respite unit. The challenging behaviour 
team within the directorate found itself obUged to 
take responsibility for her in a unit which was on 
the verge of closing and had only one resident and 
partial staffing. A catalogue of problems occurred 
from that day onwards for several weeks resulting in 
arguments and irate discussions and letters between 
members of different teams within the directorate. 
The client ended up placed out of district. The 
retrospective audit was instituted as a way of 
calming the atmosphere and clarifying just why 
things had reached such a pass. It was effective in 
clearing the air and identifying action necessary to 
prevent a repetition. It went some way to establishing 
a general ownership across teams of problems and 
responsibilities, aiding staff in seeing the service as a 
whole and not competing teams. It assisted in 
discussions with other agencies (social services 
providers and purchasers, health commissioners) in 
clarifying responsibilities for funding and providing 
care in complex situations. It also led to setting up 
clearer role boundaries between social services care 
management teams and health providers.
3. A complaint fix)m a private residential home. The 
discharge plan agreed between directorate staff and 
the home had not been honoured by directorate 
staff. This stemmed from failures to allocate 
responsibilities between staff at a key juncture, failure 
to read and act upon minutes/care plans, poor 
minute taking and report writing, an unhelpful 
system of separate nursing and medical notes, 
inappropriate delegation of authority, lack of verbal 
communication.
How often has the approach 
been used?
O f 16 complaints/difficult incidents occurring over 20 
months (2/94 — 9/95), five became the subject of a 
retrospective audit as described here. Why not all 16? 
The honest answer to this is that it was a fairly hit and 
miss selection and whilst none of the incidents chosen 
proved inappropriate to examine in this way, others 
may also have been suitable and the opportunité 
missed. Nevertheless there are some straightforward 
guidelines to offer. Six complaints concerned 
allegations about individual members of staff and were 
dealt with in the normal way. It would not have been 
appropriate to have a multidisciplinary discussion to 
elucidate the shortcomings of an individual. One 
complaint had been misdirected and was dealt with 
appropriately by another directorate. Three concerned 
disagreements over the care plan during an in-patient 
stay and were dealt with by discussion between clinical 
staff and the carers/client. One concerned a member or 
the public having found an old staff rota blowing about 
in his garden who felt that confidentiality might be at 
risk. This was dealt with in the normal way by 
tightening up procedures.
Four of the five occasions when the audit was used 
involved several staff, sometimes from several agencies, 
and the misunderstanding of or non-compliance with 
or lack of protocol. In each of these four, dissatisfaction 
had built up over a period of time culminating in a 
complaint, often after the complainant had made 
efforts to improve the situation without success. The 
fifth occasion appeared at the outset to involve only 
one member of staff but preliminary screening showed 
such a complex web of confused responsibility that the 
audit seemed appropriate.
Benefits and outcomes
•  This method of investigation is no more time 
consuming and in some cases quicker than the old 
method of interviewing people separately.
•  It fosters openness and honesty between members 
of the same team.
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It promotes shared responsibility —  the actions o 
omissions o f a few can adversely affect the good 
reputation (not to say contracts) of the rest.
It promotes peer pressure to get it right next time. 
It gives learning a chance —  learning as a team.
It highlights systemic as well as individual weaknesses 
It results in a positive programme of improvement 
which can set the agenda in a for-reaching way.
Outcomes from the five audits completed so far have 
ranged from in-house improvements such as report 
w riong and minute taking training given to all nursing 
staff, a new protocol for speaking to carers on the 
telephone, and the merging of medical and nursing 
notes, followed by an across-discipline centré filing 
system, to the production o f a learning disability 
version o f the Trusts discharge pack and a complete 
rew rite and renegotiation o f a Care Management 
Protocol for community nurses between the Trust and 
social services.
An audit to compare the usual approach to 
investigating a complaint with this approach would be 
feasible and desirable. Comparisons could be made in 
terms o f  outcome and time taken. The complainants 
could be canvassed as to their degree of satisfoction 
Yvith the handling o f their concerns.
Conclusions
T he retrospective multidisciplinary clinical audit 
approach is low key, painstaking, productive and 
meaningful. Its impact takes place on those staff 
responsible for service delivery whilst its extrapolations 
could assist in the integration o f strategy at the top.
A final thought concerns the inter-relationship 
between such approaches and over-arching strategies 
within organisations for audit, quality assurance, 
complaints procedures, clinical practice supervision, 
investors in people and so on. Many Trusts ask 
executive directors to take responsibility for fiinctions 
m one or other of these areas. This can lead to separate 
and disconnected initiatives which are confusing for 
front line staff and not perceived as relevant to their 
practice. The approach described here calls into 
question whether this will ever be as effective as one
which engages hands-on, key stakeholders, encourag-
mg an honest approach to the identification of 
problems and hence to service improvement.
Judith  M cBrien,
Clinical Director/Clinical Psychologist,
Learning Disability Service,
Plymouth Community Services NHS Trust.
References
1. Being Heard. T he report o f  a review committee on N H S 
complaints procedures. Dept o f Health, 1994.
2. Aaing on Complaints. NHS E EL(95)37.
3. Blom-Cooper, L., Hally, H. & Murphy, E„ (1995): The Falling 
Shadow: One Patient’s Mental Health Care 1978-1993  
Duckworth.
Mymouth Community Services N H S  Tnist. National 
Development Team, 1993.
5. M cBrien,;. A. 8t Heap, J„ (1994): A n  W #  cfqunlily improve- 
ment: a retrospective audit of improvements made to an in-patient unit
Plymouth Community
Services NHS Trust.
6. Harvey Jones, J„ (1995): Address to the Plynmll, Development 
Corporation, May.
C C M P  V olum e 4  •  Issue I • F et.ru .ry  1996 © P avilion  Publishing (B righ ton ) L td
I I
Professional Dossier (2): Appendices 41
Appendix 2
Recommendations of audit group to Area Child Protection Committee
• An agreed, joint format or protocol is needed for such cases and the relevant 
staff should be trained in it. A well-oiled and understood system might have 
prevented these difficulties by enabling discussion and resolution of 
contentious issues as they arose.
• An agreed understanding is needed that each agency has a legitimate reason 
to be involved.
• Child care workers should have training on Vulnerable Adults.
• Adult workers should have training on Child Protection.
• The new system of Community Nurses in Learning Disability being 
seconded to Social Services as Care Managers, whilst supported on all sides, 
should be kept under review.
• There should be attention to the cross-district care management of cases.
• Consistent attendance at key meetings by medical staff involved in a case is 
essential.
• Clarity in objectives and in the purpose and components of any assessments 
is needed prior to their implementation. Further, clarity is needed as to who 
has the necessary skills to undertake which elements of the assessments and 
who should co-ordinate them.
• An agreed joint commitment across the Health Authority and Social Services 
to hind such packages is required. A protocol for accessing binding swiftly 
is needed which is clearly laid out and made available to providers and 
purchasers.
• A special parenting team across agencies/providers is needed to carry out 
assessments on behalf of Care Managers in these complex cases.
• A multi-agency framework is needed for “children and families in need” 
which can cut across the traditional divide between c^ld and adult services 
and address multiple problems occurring in one individual/family.
• This audit should be brought to the attention of those responsible for writing 
the Joint Social Services and Health Children’s Services Strategy.
October 31'  ^1996
Professional Dossier (2); Appendices 42
Appendix 3
Special Parenting Protocol (including Screening Guide)
Pp 43-49
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PARENTS WITH LEARNING DISAmTJTTFS 
Protocol for Plymouth
Introduction
This protocol was commissioned by the Area Child Protection Committee in response to 
a retrospective audit in 1996, on a particular case which extensively involved Health and 
Social Services staff in Adults and Children and Families divisions.
The purpose of this protocol is to ensure that new parents with learning disabilities are 
enabled, wherever possible, to care for their children successfully by requiring Social 
Services and Health staff to plan with them, as soon as pregnancy is confirmed, to 
provide the appropriate help, services and support.
We know that rnany adults with learning disabilities are able to live independently, but 
that the responsibilities of parenthood can have a dramatic affect on their abilities and 
subsequently their capacity to safely care for a child. People's ability to cope is largely 
dependent on their personal resources, their environment and support networks. The 
intention of this protocol is not to label people nor to set them aside from the rest of their 
commumty. It is to work with them at the earliest opportunity to determine with them 
what their needs are as a parent and if appropriate provide relevant inter-agency 
assistance to give them every chance of parenting successfully.
TWs protocol is written in response to the awareness of a burgeoning number of parents 
with learning disabilities whose first contact may be with Social Services Child 
Protection Service where their ability to parent safely is already in question. Some of 
these parents have struggled without help for years to cope with the responsibilities of 
parenthood. Help and support at the earliest opportumty may have made the difference 
between successful parenting and the children being significantly harmed. Late detection 
of a learning disability at the point of delivery or beyond has often proved disastrous for 
the wom ^ who not only cannot cope but is left feeling a failure from the very beginning. 
Hence tiiis protocol seeks to address this issue at the earliest opportunity.
T^s protocol does not exclude access to the child protection system. As with all 
situations where there are concerns that a child might be severely harmed or at risk of 
harm, all professionals, whether child care or adult focused, have a duty to refer to the 
Social Services Child Protection Service. What this protocol does attempt to do is to 
ensure that parents with learning disabilities are afibrded appropriate help at the 
appropriate time to avoid children coming to the attention of the Child Protection 
Services in later years when they have suffered sigmficant harm, or the family system is 
breaking down.
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This protocol is designed tn;.
• Assess the capability of the woman and her partner to cope with parenting 
successfully.
• To provide the appropriate support to the woman to meet the assessed needs.
"^ ilst this process involves knowing the child's parenting needs, at this stage of 
me assessment the focus is on the adults. Sometimes expert child care knowledge 
IS also needed W  will require the involvement of the Social Services Children & 
F e llie s Division. There is an expectation that all Health & Social Services 
will work together co-operatively to achieve the best possible outcomes for all 
the family members.
W^ere both Adult & Child Care Services are involved the adult care manager 
will maintain care management responsibilities and will ensure that all the child 
care issues are fully incorporated into the care plans.
He/she will be expected to insure good lines of communication between the 
family and all professionals Regular core group meetings to compile and 
miplement and review the caite plan are essential. A clear understanding of each 
professional's roles and responsibilities from all the agencies should be agreed, 
explicit ^ d  the roles clearly ipentfled in the plan. Any amendments or necessary 
changes in role must be clearfy defined and the care plan altered accordingly. All 
professionals must ensure that jhey are giving the family the same message to 
avoid confusion and possible InWnipulation.
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PRQTQCOT.
1
3
5
When a woman is pregnant she usually presents first to the GP/community 
midwife. The enclosed screening tool should be used to establish whether or not 
there may be a learmng disability. The level of support available to the woman 
should also be established.
If a learmng disability is suspected and the woman appears vulnerable or socially 
isolated or there are sigmficant environmental factors (or any combination of 
these) then the woman must be referred immediately to Social Services Adult 
Team for a Core Assessment. The reason for such a referral should be explained 
fully to the woman and her partner.
On receipt of the referral the adult team will undertake a Core Assessment and use 
the attached addendum. The purpose of this assessment is to gather sufficient 
accurate information to determine the level of need and design a package of 
support appropriate to meet these needs.
The Core Assessment may revea i that the woman requires the normal midwifery 
and health visitor services with s|>me additional help. It is important that the Core 
Assessment is undertaken early jin pregnancy so that there is sufficient time to 
provide any additional help prior'to the baby's buth. Any parentcraft advice needs 
to be appropriate to the womans level of understanding and the issues should be 
discussed fully with the Midwife and/or Health Visitor.
Should the outcome of the Core Assessment reveal that a speciahst assessment of 
parenting is necessary then the nature of the assessment should be determined in 
conjunction with appropriate other professionals, e.g. a combination of Child Care 
and Learmng Disability Service? (Healtii). The assessment may reveal additional 
needs -  Mental Health/physicdl sensory. Should this be the case, then a co­
ordinated plan involving all the relevant personnel and the woman and any partner 
should be drafted, agreed and subsequently managed by tiie adult Care Manager.
Although it is the responsibility of the Care Manager firom Adult Services to 
undertake the Core Assessment, it is envisaged that child care services will offer 
the appropriate advise and support to the Care Manager when undertaking this 
task. It is therefore important that child care workers respond positively to any 
help requested by their colleagues in Adult Teams.
As far as possible the mother and any partner must be involved in this process 
throughout. Their views and those of other relevant family members must be 
considered in conjunction with the assessment process.
This protocol does not exclude access to the child protection service. If at any 
stage there are serious concerns that the child is likely to suffer significant harm or 
has suffered sigmficant harm, then a referral to the relevant child care team. Social 
Services Department, is obligatory.
parents with learning disabilities protocol/RN
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PROTOCOL FLOW CHART -  PARENTS WITH LEARNING DISARM ITFS
Screening 
for LD
Initiai 
Assessm ent
Core
A ssessm ent
Pregnant woman 
attends GP/midwife 
Pregnant
-  Normal Health 
Care Assessment
I
GP/Midwife suspect 
LD
Screen using 
attached screening 
tool.
I
Some reservation 
on coping: refer 
immediately to SSD 
Adults Team for 
Core assessm ent 
during pregnancy
Care Plan
Additional Services needed 
that may include close 
midwifery support before and 
after birth for 1®^ weeks, 
additional health visiting 
support.
Normal Health 
Care to continue
Not LD or susepcted LD 
but,adequate support 
already available and 
expected to cope
Î
Full assessment 
shows no further 
action needed at this 
stage
Specialist Assessment by 
the Learning Disability 
Service. 
Plymouth NHS Trust
Care to be 
co-ordinated by Adult 
Care Manager, Social 
Services Department..
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PlymouÜ, Community Services NHS Trust ; Learning Disability Service 
Screening Adults for Learning Disability
What is Learning Disability
Methods of screening
Questions to ask
2. School h istory
SLD  Schools : Mill Ford, Downham 
M LD  Schools ; Hillside, Longcause, Courtlands 
Other local Special Schools
EBD Schook : M ount Tamar.
Children are at EBD schools primarily because o f behavioural difficulties and not learning disabilities.
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Statement of Special Educational Need "--------------------------   -— ------------
Remedial classes
d. Diagnosis
Down’s Syndrome : people with Down’s Sync 
Autism : the majority of people with autism (7 
T^pei^er’s Syndrome : some people with As] 
disability and some are of normal intelligence. 
Cerebral Palsy : about one third of people wit
Irome have learning disabilities to vaiytng degrees.
5%) have a learning iiisability.
merger s Syndrome have mild/moderate degrees of learning 
1 cerebral palsy will have a learning disability
4. Services already received
R estored Homes : people living in a home i 
hkely to have a learning disability. Local one 
department will have a list of which homes fall
Community Resource Centres : people attertc 
for people with learning disability (or a similar 
have a learning disability. Local resource ceiit 
In Plymouth : St George, Newnham, Woodfic 
House, Highbury Day Centre, Project Enterpris 
Centre. 1
In Tavistock : The Molly Owen centre. In Kî
egistered as a home for people with learning disability are 
s are too numerous to mention. The local Social Services 
into this Registration category.
ling a Commumty Resource Centre run by Social Services 
day centre run by a voluntary or private body) are likely to 
res for people with learning disability are :
Jd, Manadon, Albert Road, Edith Freeman, Independence 
>e. West Devon Work Unit, Plymouth Skills Development
ngsbridge : Rope Walk centre
Disability Service. Westboume, Scott Hospital
INfov» X998
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Appendix 4
Table showing take up of training by professional groups: frequency (%)
Group ® 1
Total 
in City
2
Total targeted 
(% of total) 
2/1
3
Total booked 
(% of target) 
3/2
4
Total attended 
(% of target) 
4/2
5
% of total in 
City
trained 4/1
Midwives 120 14 (12) 98 (700) 90 (642) 75
HVs 80 58 (73) 35 (60) 34 (59) 43
SS Child 63 63 (100) 53 (84) 48 (76) 76
SS Adult 194 194 (100) 49 (25) 34 (18) 18
LDS 27 27 (100) 25 (93) 17 (63) 63
GP 186 46 (25) 3 0^ 3 2
TOTALS 670 402 (60) 263 (65) 226 (56) 34
Other 0 3 5
® MW = Midwives; HV = Health Visitors; SS Child = Social Services Child Care Managers; SS 
Adult = Social Services Adult Care Managers; LDS = Learning Disability Service staff; GP = 
General Practitioner; Other = three Training Officers from social services, one NYQ Assessor, 
one Social Work student.
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Appendix 5
Pre and post training questionnaires designed by Michael Power
Pp 52-61
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EVALUATION OF TRAINING OFFERED ON THE SPECIAL PARENTING 
PROTOCOL
Dear
The purpose of this brief multiple choice questionnaire is to establish where you are starting 
from before the training session. If you have no previous experience of parents with 
learning disabilities please answer all the questions on the basis of what you would assume 
to expect. Please complete as soon as possible after you receive it and hand in the envelope
provided t o ..........................at your training session. It will be given, unopened, to Michael
Power, the independent evaluator who will treat all returns in confidence. At the end of 
your training session you will receive a second questionnaire that seeks to establish whether 
or not you believe you have benefited. Please return in SAE provided.
The inclusion of your name enables us to send a reminder to those not returning the 
questionnaire. The evaluator will produce a report indicating, from your replies, the 
appropriateness of the training. Later we hope, with the agreement of all concerned, to 
interview a small number of parents with learning disabilities to ask about their experience 
of the services and how supported and happy they are about the birth of the baby.
Thank you for your help.
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SPECIAL PARENTING PROTOCOL TRAINING 
Evaluation Questionnaire 1
Name (in block capitals)............................................
Please tick
1. Service General Practice CZ] 01
Health Visiting □  02
Midwifery 03
Social Services -  Adult 04
Social Services - Child 05
Learning Disability Service CZ] 06
Other -  specify CZZ 07
Against each question there is a choice of response. Please tick only ONE box.
2. Adults with learning disabilities are mostly in the IQ range of:
Under 70 ^  01
7 0 -8 0  CZZ 02
8 0 -9 0  □  03
3. People with this learning disability take:
Little CZZ 01
Some EZ] 02
Most {ZD 03
All □  04
responsibility for their lives.
4. As children, they would have attended:
A main stream primary school [%] 01
A special school [^ Zl 02
Received home tuition |— j 03
Been ineducable |—-] 04
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5. During their childhood they would have been most likely to have lived:
In a family home 01
In a children’s residential home [ZD 02
In hospital [— j 03
6 . As adults they are now most likely to be living:
In their own accommodation with no support IZZI 01
With some support, e.g. with their parents CZl 02
With full support e.g. residential accommodation [%] 03
Turning now to their present circumstances, please tick ONE or MORE boxes that you think 
most appropriate.
7. The most general needs of prospective parent/s with learning disabilities are:
To advise on whether or not to consider termination CZl 01
To plan to receive infants into LA care CZl 02
To receive special ante-natal instruction CZl 03
To join main stream ante-natal care CZl 04
Receive specialist obstetric care CZl 05
Enlist Family Centre support □ 06
8. If the infant comes to term do you expect the birth to be:
Straight forward CZl 01
Complicated CZl 02
9. Which professionals should be involved before the birth:
The GP □  01
The midwife 1^  02
Health visitor 03
A learning disability specialist     04
Social care manager -  adult team 05
Social care manager -  child care 06
Hospital specialist CZl 07
Voluntary agency for support [%] 08
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10. Which lay people are important to include in preparing for the birth:
Husband/co-habitee CZZ 01
Expectant mother’s parents CZl 02
Siblings □ 03
Grandparents CZl 04
Other relatives CZl 05
Neighbour CZl 06
Best friend CZl 07
11. In your opinion, who is the most likely professional to have the closest relationship 
with the expectant mother before the birth?
Please state:   01
And the most likely lay person?
Please state:   02
12. Irrespective of the professional named in Question 11, who, before the birth, should be 
the key worker taking overall responsibility for the management of the confinement 
across a range of health and social measures?
GP [22) 01
Midwife EZU 02
Health visitor 03
Social care manager CZl Q4
Learning disability specialist CZl 05
Other person - please specify............................................................  06
13. After the birth, should the same person continue as key worker?
Yes [22  01
No CC 02
If ‘No’ -  who should take over as key worker?
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Please specify................................................... 03
14. What do you consider to be the most difficult aspects of help to learning disabled 
parents?
a) First, with prospective parents:
Slow to understand advice offered CD  01
Likely to have added emotional problems CZl 02
Unlikely to respond consistently to ante-natal regime, e.g.
Neglecting exercise 03
Ignoring dietary advice CZl 04
Missing appointments IZZI 05
Other -  please specify 
  06
To understand the report on foetal progress at examination □  07
Failing to adapt life style, e.g. on smoking and alcohol |— j 08
b) The most difficult aspects with the professional team:
To follow the workers lead:
On when other professionals should be consulted CZl 09
O n when other professionals to be more intensively involved CD  10
When situation changes requiring other specialism 11
15. When members of the professional team become very concerned about a developing 
situation should:
Colleagues desist from departing from the agreed care plan
when they are worried CZl 12
Colleagues reserve the right to take action against the key
worker’s plan [ZZI 1^
Avoid meetings that will bring confrontational views over the
right course to follow
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Yes I— I 14
No j 15
Colleagues be reassured that the responsibility if anything goes 
wrong rests with the entire professional team of health and 
social care workers CZl 16
Have the right to blow the whistle if a team member is deeply 
worried and others are not CZl 17
The foregoing is a list of questions relating to what are sometimes very complex and 
controversial clinical and social problems. In order to reflect this, please use this 
final section to explain your views and approach in helping parents with learning 
disabilities and their babies if not covered by your responses so far.
16. Finally, in your experience, as an overview, are women with learning difficulties when 
confined most likely:
To have a normal birth □ □  01
To experience complications |— I 02
Always to be a worrying situation IZZI 03
Thank you for your help. Please seal in the envelope provided and hand t o .........................at
the beginning of your training session.
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FOLLOW UP QUESTIONNAIRE 2
Please take a few minutes to complete the questionnaire by ringing the statement 
nearest to your view or opinion. There is a final section for additional comment if 
you wish to make a point not covered already. Please give your name and state 
which service so that we may write to anyone who has not replied within a 
fortnight. The information drawn from the questionnaire will be presented in a 
Report to all concerned. No individual responses will be identified.
Thank you for your help.
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FOLLOW UP QUESTIONNAIRE 2
REPLIES CONFIDENTIAL TO THE EVALUATOR
Name (in block capitals)
Service
PLEASE RING ONE ANSWER ONLY TO EACH QUESTION
1. A learning disability is handicapping conditions
Not at all 
1 
01
Hardly Ever 
1 
02
Sometimes
1
03
Mostly
1
04
Always
1
05
2. Parents with learning disabilities find infant and child care a difficult 
responsibility compared to those facing all parents.
To the same 
extent as all 
parents 
1
01
Occasionally 
more so
1
02
Rather more 
than other 
parents do 
1
03
Often
1
04
Much more 
than most 
parents 
1
05
3. If a parent has a learning disability the child will also experience the same 
handicap.
Hardly ever Occasionally
1
01
1
02
With the Quite often Mostly so
same frequency 
as non LD 
parents
1 1 1
03 04 05
4. Children of parents with learning disability are at risk of neglect
Never or 
seldom 
1
01
A slightly 
higher risk 
1
02
Sometimes 
at risk 
1
03
Often
1
04
Frequently
1
05
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5. In the ordinary course of your work with all new parents can such a risk of 
neglect be readily detected?
Only with 
difficulty 
1
01
Apparent
occasionally
1
02
Sometimes
identified
1
03
Usually picked Almost 
up always noticed
1 1
04 05
6. Will the Special Parenting Protocol help in spotting the parents who may need 
extra help?
No
1
01
Rarely
1
02
Sometimes
1
03
Often
1
04
In most cases 
1
05
7. Do you think using the Special Parenting Protocol will be better than present 
procedures?
No. Prefer to 
rely on hunch 
& experience 
1
01
More often 
use clinical 
judgements 
1
02
Some Often
assistance useful
in some cases 
1 1
03 04
A valuable too 
in most 
instances 
1
05
8. Would you expect the general use of the Special Parenting Protocol amongst 
different professional services to improve co-ordination between health and 
social care?
Hardly ever
1
01
Occasionally 
useful in 
working 
together 
1
02
Sometimes will Quite often 
bring workers useful trigger
together for co-operation
1
03
1
04
Almost always 
1
05
9. Some parents with learning disabilities require more support than other parents 
with learning problems. Would you expect that using the Special Parenting 
Protocol will enable you to approach referral to other services with more 
confidence?
No different 
from existing 
liaison
arrangements
1
01
With the 
exceptionally 
difficult case
1
02
There are It will provide It will help
occasions common in most cases
where it would ground in 
help many instances
1 1 1
03 04 05
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10. In the past there have been disagreements between professional services on the 
type of help to be given to parents with leàming disabilities. DO you think the 
introduction of the Special Parenting Protocol will make any difference in such 
situations.
No Occasionally Sometimes Often Always
1 1 1 1 1
01 02 03 04 05
11. Do you think that in future you find the training session on the Special
Parenting Protocol to be of use in clarifying the best approach to helping parents 
with learning disabilities and their children?
Not much help Useful in Some Frequently Yes -  a
rare cases assistance used with valuable
in most cases benefit session
1 1 1 1 1
01 02 03 04 05
12. Please comment upon any other aspects of the Special Parenting Protocol and 
any other points you believe would help in the future to improve our service and 
care of parents with learning disabilities and their children, e.g. fiirther training.
Thank you for your help with the evaluation of this training programme. A 
summary report will, in due course, be sent to all who participated.
&
D
t :
esD
00
§
B
Bo
w
«
g
gs
%oD
«M
O
k
uGQS
2
H
VO
.a
13gD
<
I
. a
ÛO
.S
I
c/js
- ë
<
o
c/3
<
C/3
C/3
I
u
6
a>
c/3
üo
c/3
Ü
C/3
C/3
i
.£3
VOfS
I f
%
T3 <D0> -O
1 2> 2P o
d •g
1O
>» g
1 2od tp
O c/3
% 2
.JL o
P
S
es 2
d tsO 5d
g gd (U
bûX)P bû
'S 2r£3 >
T3o 1es >» O
bû
.S f 1
■K o T3<u (U
2 "g 2■p ai.c p OS
b 2 7ja> L4 <L>> o
co •pp <U 2
O r£2
p cobû <U
2T3 2p
ts
g
2
3
o
2
2
g M(U
"o oÆ 1
p Oibû o (US >
a 5
p
P3
D (U Ota Æp
S op g
.1 I
P
rg
% o
% 2 S
bû.o
p  - 2
‘p p
' s .2 22 %
§
:5 ^sÿ
S'SII
il
s ' s
0 ^
1 B 
g  g
il11
il
il
|ÿ1^
11
(N
*2 S
«4H T3O c
li
il
:  §
S3 %
lî
B'ê
d ,  ü? 
T3
g
I I
il
II
. s  5
If
CS çy
c l i
IIn
•Pbû oo
iï
(U (L>
SO O
0) "K
dî
- o
I
cü
' g 
«
yc/3
- do
V
- ü
.E  "o  
2  ^  
§ g
<u
li
• a  <D 
Ë •“  
g > §
8 .S
IëJS 6Ûes o 
%
Æ  O
2  ' S
îi
t—I es
II
Æ  (g o d  
O
5 1
.2  Sil
^  O
I
T3
g
bO
c
d
I
g-
d>
I§
I
ïî
«» (ûd  H
O g
2 bO
I I
11
I I
s . f
c3
« o
I I
l i
11
II
il
il(U
11 
•3 SKlD d
MO Ui
s  “
IiS
C/3 gC3 o
i l■s >II
il
IJ
Ji
I l ­
l ' s
11
i l
'S -
s  e
s I
I!
'o .o co 
O <u10
O
<D
Ibi3 CL T3 <ü
bO ^
II
§■3il
(D .£>
1
11
bû ^
P
S 2
o 4«j
M 2Lh43
o P •P
P PP
1
-P
2 g+3
T3 o 4343 P
.g p
2 "g•P g Pc LhP p d
12 p 2p
-g %
p
go
< tpp py
o op
2 o go o >
S K 'bûd 03O P
2 K
2 bûdP c/3p43 1 P
O %2PP 43 o
-g 2 2
"P pP o.P p B
P ,p
? a 2
P 43 d
O .P •p
g
2 gcp p
g c3 2
p d ü
o go
i ’§)
pp
p -a 'o> _p >
2 o
2 24b p p
p
-P 2 o
g d 43
2 PP o P
S s
2 I>
1 ‘bû æ
p .P 3
O pbû
i
3
2 ■P
p
2 g P2 d .P
g' g %•p
p 1 IÆ >H P
g b û p
> 2 8P p p
£
p o 4-^
d C/3
p
O
g s
u p
.g 1
B O
g
p
p 1
1 p2
8
p
p p
g 43o 3 Hp
g C/3
P S
o i
p
2
Æ 2
P dP d
P O
p
co p
2 O B
o g
p p
2
P p P
P P
Ch .P P
22 p 43
g. -8 g §
p
2
>» 2
1
2 1
% p P
2 hC gp>-i % t :
2 2 8 o
2 -g 1
43 p 3 P
g  g,
11 
•îu 
g  g
ilc« c^.
•il
2  2  
to 2
ÎI
11il
i ^
B %
II<u “"I I § 
il 
il
l i
tS
il
ÎI
f
I
0>
I
I.s
T3
g
bû
I
-g
&1
2  
1
S
"O
gd
<
o
p
g
g' ;#> .i
43 C
g
i î
î l  
* 1
S i
l \
p o 
>?= E
^ l i
I I I  
ë “ |  
> p
î r
j ï
i!.o p
S o
p d
II
<ss -a
f i
'I
p bûiî
SI
I'-
o 1-2O »- pm
îil
5 a 'g  
^ 2 Sp d 3
| 2 :#
bû ^
i p
-S I
I I
eS
P P
l - ! f  
§
(3è - s
i!l
îi
dffi
c/3 bû
bû
.S 2c 2
p p3 23
1P dk O d
g §• S
I
1
4 3
2
p
p
CZ) 1p
d
2 g gc op 4 3
g
P
d
O
1p p
- g Bg•3
33
9  -S"- 9 .2
e
-  ” s  s
C -S | 8
i î•ë “  Ë 8
i l !
■ai d"2
y 2 'l I
 ^2  p g
d  p % p
0>  c/3 ^  <ü
■ S - ° l  
i l l s
iï î l i
Jl Sl
0 s
^-ga> 0)
ÎÎ!id O
" i î
2   ^ § "g _d d 1/3
3  O 
P
U
3  ^
bû
g
p
(N
d P d
— co
a g
I  - i
§ (3p
il!
O ^'2 P “
p o P
h p
B  -  
o p
2 - 2
'^2:§
I Ip L-
-s p
2 g.
i l
E l
ï  »
IIJir. 3
i""
! : i t |
^  g  g
6 o 
^ c S
!|!lî
l iü li iy i .
I l
p-X "3 P M P
m i l3 t -H  g  -f-> 3
mil
d
p
i
I
&
I
I
1
p
2
ë
S
bû
I
M
I
0 
d
1 
I
43
a
p
2
'S
bû
2
4=
t
t
4 3
P
1
f
1
I
i l
I I
g .s
4-* CA
i l-C: o
1 1
I i
p o
II
ê |
P P
I I
I I
1 1
ç g  <u
 ^ g
-bû (4p p
I  ^
ë  8 
g  g
'S
p 03
P
H  d
p&
4 3
K
I 
. 1
i - i
33 P
i l
M
S ë
IS
1 1
-8 2
o  i
dJ
L
p -p
« 3-
I f
1 1
^  P
P
g
P
d
I
P
4 3
P
g
g
1
P2  
d
P  B
> . p
1 I g
33 2
2 "0 i
2 oo cd
p p d,
& R
p 2 2
i l od
&■§ »
t t !
bûg
_^2 8
p
43
'§
i î - i i  
1 1 1 ^
I I§ 1  =
1 1
p4 I
p p
g l  -= s
ilîlll
2  g
— p C ^^  2  «^3 E ‘S
d 2<« p
.2 o % 2
. i l lp p 3 cS
i  *
= §
{ !
l î i
2 - 1 - ^^ g 8 2
=3 (w 2  
3  8g  X g  ^  d a
g  « 2 - 3  o  bû
i i l ü i--- to p 2  V
1 1 1  i l l
8^0s  K g . -
I S  i= :-ibû'^  2
5 1
2  p
^ f î l i-2 Sp p
"g 
g g
43
'S
p
i î i ^ ilit il
3  k p ?
G 2
2  
p  
< -3
! t | l
iiii
I
I
Q
2
g
d
U)
d
' S
8 )
g
2
d
3 p
o
P
2 p
g ) 3Lh ■55
43 o
S
1
' S
p
O p
hJ
3
O
1
d
3 3
1 i l
2 es
î • S
n .
1
"p
g 2
p S
o 3
2 S
p
S i
o co
’>o O
43 L-
d
P
P
P *>
O P2
bû
2
2
g )
p
H 2
co to
ilM
o «3 O
s i
II
—' p
î i  
U
d  «
p I
bO p
II
§ - ■ 3
p d
II
I ^
ïll
d
8 tS
I î
li
p -o
*= g
B  O
1
2  ’Bi 
S pH
g  %
§ I 
%
% §
H
!i
. 3
g" 43
s |
| i
k  “  2
« oi
.iî
I l  I
r '
;  g l
S2 ^
i l -
p I «  
43
P
Ia l
p
1
i
p Ça
^  3  
O P 
O ^
8 ^ %
o 11
s  "
43  O
I!|!
P Oil
l i
o "p
- 13  O
îl
î î% I| |
ë !
p p
4 3  4 3
' i
!.
ë 
2
2  «
d  3
E-S s
Cj
2  «
a  >
11
s |
E .s
il
3 2
i  2
bO 3
I I
3 bû
I3 d
S.E— 52
bû p3 d 3
2 P43 G"p
2 8 33 Opa 3
2
P
1
p p •S3 PP a O.33 13O ■s:"% 43
P
^  g
llr
ill P4
CQ
1 a 
1 1
I f
II
to p  
^  §
îl
Î î
P P
2  bû
«
1  & 
s  ^
I I
2  % 
i  §
ï  Ë
l î
'g  
g
^ ÎS
î
l î
Iilm
îii
1 :
d
d
<L>
■iil
“ > p 2
Eo —  «  
o  +- V-
| . e a
p  p pIII
s  S - o
III
I
Psi
l l ï
p p 2
l i f  
1 1
ilo p
ai es P
il
i l
il
î
« I
il
lî
îl
P Jd 
2  o
lî
î i
P
1 |
bû
11
i>v rS
g a
I
CA
.È'
p  ' 
"p
pB
II
a  ai
i l
1 1 .
|id  bû' O 3
î
P
I
P
- g
P
3 3
p  (L>
2  H
H-1 p
o g
Lpa
- I #II
g l
l ' SII
P
= 1
§
p 43
p
II
p
bû 
2  bû 3
îibû «3
il
ï ï
p
I I
.3 °
3 ^
!li
k i
ip
p 3
— k
p
l î
II
VO
P
gI
O
Q
2
§
g '
a
g
d
bO
p
S
a
p
k
11
p p
îi
“  °
ëi 
s  . s
p  a  
| |  
î l
i |
p  . à  
g  s
If
“ üp  . p
îl
s
Tj-
m
p
S
bO
i
p  p
p
p  p
i l
11
8 2
2 d
a .s
il43 O
| !
f î
2  Æ
i
bû
c
1 
&  
g
2
bû1
2  
3
i ld  ^
i fl iî i
bû""
II
i M
II
i l
11i |
II•S  4^
bû
I
• fd
î i
I  ^
^  P  
P  p  
43
I
B
11
p
8 
S
2
11
(D
IIII
bû >»
3 o3"p Pa bû
P
o
3 2
> . 3
S
g P
g • âU p
g 1
. 2 pa
s
p
3
2 P
a
8 2
a §
p 3
.2
l iï l
^ 2
II
#\ bûê|
I J
0  S
t i
II
i i f *
I I
S iM;
s â
i  g
S C
p  °
a  g  
=1
I I
liI!
pi î i i
î - î
p
B e
43
3
p
: | ï1“
d
>  P  P  co
o - |
p  dII
^  p  
.3 P 
P
1 °  
■S S
o
#1 
i f
II
s î i i
1 “  op
^ 2  o
«  a
p  3  
a  bû.
iîlî
d
l § l
fiî
o
p
p
a
d  p
iî
liii5^ S do-
^  d^  d  52 Æ od
g
a
p
g
d
'S a  2
3 o
p
S3 p "a
l l §  
§ 1
cd
I
cQ
i î =
■ § 1 lia  13
s S i -
ü 3
M g
I  "
i l
O
,dJC« ^
o  p
HH d 2
11
I I
I
■5
î
â
S
'S
8
d
p
g
I
B
M
is
i l
d  p
p
2
B
bû
as
1
o
>>
II
S - g
^  s  
11
11
d  PJ
i l l
II Ibû3
'B  d : a
I 2 8!
^  8 oen bû G
y  s j  
g - s f
js
i l
i î
a  o
l î
§ 2
CZ3
H
p
t
o
p
a  2  
2
î
bû
p
i l
11 
II'
o 2
2 d
o 243
B 2
o d 2
a p
2 8
p a S
o • 2 S
2 2
8 bû
2 'S ■g3 S CA, a ,3 Ch c2a P o
g ë ë .1
g
d
2 %
2 1
S
o
3 2
2 2
a î 2
11
p  %
i  i - l
p•55 Sp
111
tid p
g ' - S
• ^ b
f | i
Q ^ ^  
3
îl
d  PO a
g  2 - ^
d
«  s  -p
•S
S  d §
e
I
i  
I
a  %
o p
§  s
^ S 25.1 i 
I I !
i - S  â
co a
gii
pp
p
I s  
t ëI .
l i
p  o  
1 1
IT)VO
1
I
o
Q
2
g
a£
81
P
2  
bû
f
.s
0  
%
1
ës
bû
S
bû
% I
£ I 
2  ^
l i
I
c/)
o
g
u
II
p
H 
8  2  
p  p
iï
II
l'5
CZ) p
ûO (O 
2 ^
lî
i îii
- O  3
p  aiIS
£  S .
i f
III
II
l i
S'S
2 §) 
2 - ë
3 0
0
a
p p
p p
a d
" 3 d
p p
2 8
" 3 «
0 2
0
bû 1
p p
1 i; p2
p 0
d 2
2
a
g
2
bû d
î{
i l
p  " 3
l i
3  co
i l
2  a  
8
IF
i l
3
e
2I
1
d
’TJ H-o> o 
o> o
1 12  c g"
ip
8  2
îl
¥ J
g,
S
î llë
pIf
liiî
2  2
ii
g  g
“ I 
^  8
!l
"3 O
a  
- 8  2
II
3  o
3  ^  
P  co
II
s ^
p  os i  
= 1
-  ICA O
p  &
2  2
p2   ^
a
3  2  
O 3
11
—  bd
I!
£ - 8
I»-ll
a  3
it
a t
li 
II!
!lîl ia
8.s g
Il i
iîl
d  p
il8 | l
O  ^
s
is
i
8
d
c5•sI
t
p  pf i
I!
i l
2  p
I  S
il
g > £II
1 8 P  P
I I
a eII
bû pêl
liS p
il
|g
p
2  g
0#
a  . S
II
. r  ^
g
§ 
M g
3  CTI
' 2  «  p  a
II
li
t  I
11
II
p  p
II
8
I
a-i
rt «
Sî
! l
" S  !p  oSû
IS
“ 'S
11
I I I  
2  2
11
îî
I I
i l
i i
p  p
fi
ï l
g
J  gj
3  * §  
P O
li
t  8
—  a
p  p
aI
i li l
lî
p  co-g 'P
S i  
£ ■ %  i s
8 J
( / )  g
CQ
l i
^  2
g
S
" 3
g
a
I
r
2
I2^
p
■ s
I
i l
11
Ud  p  
" 3  " p
1 !
a  p
8 -i11
«
îî
i ï
lîi
lit
= il
g  p  
^  o
îl
l î
If
>  o  
3  c
p
22 p
i i i
co o  ^
Ml
ijl^ " 3
H
il
d
1
p
a
p
2
g )
îiil
p  - 3  bû
S i
^ 2 CA 2
d
o
bû ^  -d d
d ë.ë 
1 1 1  
Ç l l
3  h £ et■si”
S S |
i
5 1 1
4 ^  CA f a
ê i a
%&# g f  s
I 2  g
8  a
II
p  d
bû çola
s
1 1
il
S r - Ù
Si
CQ
PL,
S
Is
il 
il
p  3^ g
co 0)
lî
p  —
a  " 3
o  p
fî
a  p
d  2Ki
S  .2
lî
« 2
p
2  % !■=
îi
a  .
t
" 3  co
} 1  
I I “■§
% WÎ
§ 1  i i
S'S
II
.Si
p  " 32  ë 
g - S
p  oiî
a
a
" 3
g
I
Q
g
' S
d
o 3 
O .2
i l ,
k 3
3 ° S
g | 2
m
f i t
§52 •" T3
iP•Si- Ml
lîJ_ço 2  «o
i l l
r Pi | i
« 3 Piil■îS.s i d
mp rt 3lII
0  3 ^  
60 O P
52 bO'1p  P
2  8
p
2  
p
a
B  _
p  .3
«
g
I
S
bO
p
2g
f
g-
2
d
T3g
2
I
•s
ië
II
.& f
i l
g p
g- 8
i l
p ol
8 p ü
î H .
s t | ip t, 
! ! » ’Il
l î î l
d  G
.^ g
^ 8
 ^-3
% g
3  (ü
o -c
1  L |p p o
s
"  p  d  «  
2  H I I
3
bû-ra
| 3 P
mid  8 8o p p
'§  S  
=3 S
%  i
| S
X p  
p  tJÛ 
p  ^  
2 _
| 1
O
T3 
C On
3
g  - a  
> 1
ilco p
I-l
bû
II
Ot l
p  p
2 Ili
f!
p  d  
2 2 
bû ^
O (/)
!ï
II
î î
ii
£ 9.
p
1 sf =2
P -3
"  g  
1 -2
il
P p
S rS
O 2  
d "G 
ps ” ô
lit
psî
22
8 
I ^
p  p
1  S2 c
8 §
îil—. CA ^
i l i
s
l . s  £-8
J  o Æ _
Uîî
itii1-"p•ip
lit-Ii11
i  J
►—I P P
11 
S iI gt |  
i  i
X
""S'S
111
a  op  p1|>
8  3  13
H -a s
f i l
O p
«il
. p  -3N §
il
i
3  °
3  p  c
fis
i
iîi
(k p  p
III 
11!
.52 8
M t f<l) «HH 4-» CQ
H a  2  '-i
2  -2
2
ill
. B ë  2
i l
CA O
ë i
-Il l | l
p  «I a
bû ^  8p  ç/3 p
a 3
III
g
g* Ë  M
;  §
I i i
"3
d d
I&
bû p
2 0 g %
d: ■
I  3  I
p %
p  ;;
. a  3
a
M i l l
l l î l l
M:
p a  8Miail
§ § 2  d
p
Sçg ^ co
3! Il d
II
S J - 213
. O
bû co
H
2 p
H
II
> 8 
p  p  
co tû
> ^ 2
l l ' lilill
p > a
a  ^
v-i a  (J
^ g 2
a - :  . g
g ^
ë  g11 
0> 0> > d
. g . =
8
3
p
0*1
p
1 d
ÿ
r
bû
Ia
on 2
« 3 2
II
IÎ.S
p 8 g
8
g g  2 g
d  CZ) 2  tZJ
I
ï
g
8
d
g
2
3
"3
1
I
i!
S!
2  g
! i  t-
d
a
p" p
il
P
.3 « 
O 
3
!l
ë I
Ip "3 a
p
1 1 1
l f l
3  ? s
I i l
S & ÿ
bû «
î i i
E  bû co
C  CA
(L>
p siëp "35-§
3  52
VO
M
g&
<
o
Q
"p
g
a
o
,22 2  .5
•S S
&  g
.22 p  2  s
2 s
bû u
îl
i«  p
2 I
p
I
i lp p
d :
!î
HS P  c/5 CA
îil
bû o  a
l l î
£ i â
m
p 2
II
p "p
o p
gp o
c^ .
"3
g :a
p
o -  d .
i
i i l
a  d ’>
l | l
p^ ,^  .2 
Vh CA
obh
II
S f
3  «
O01
p
a
p "3
-*■ p
S î
O «
ai o
i ë
I fII
p o
2 %
| f
g  
2
- 2  p  o 
-o ^
lip
ip
î i
fi
5^  ^  o 4-^I*
il
i f
II
'I 8II0 p 
1 1
1 i
p .2
il
3  w
« SP
il
p bû
U
ë  ' o
to 2
1  p
bû p
ii2  2
g
f
iiIf
n
gp p
II
S ' S11
II3  <0
“  & 
3
2  
g  
.È'
I
3
p
2
bû
3
2  2  
i l
11
II
II
sd
1 1
il
•S .52
I I
2 8
2 8d p p
bû p
2 p 2
a p
2 2
p
ppd 2 3p p a'0 a •Sp pd p p
< ë
a  T  p
1
p
2
%
ij
. o
« so
£J
M i
I I
g l.S t3
d 2
3 
• i
bû
O
t
% ■
1 1  
d 3r
3
3 «
2 2
li
bû d
Iï
â g
=  g
g  2
p
# «  
d 2
I
bû
1
1
cü
bû
{
1
i
p .
bû
3
I
O d
P
g
3
C 8 
d
■lî
I
I I
I—I a
II
îl
. =  g
i l
"> «  
p p
a #
ao p
II
• | i
o  p p a
I i
“ Ë
I S
ilo  W|p
«  Q
il
00
VO
3
gd
<
O
P
•p
g
'S
Academic Dossier (1) 69
ACADEMIC DOSSIER fP
THE LEARNING DISABLED OFFENDER: 
METHODOLOGICAL PROBLEMS IN 
IDENTIFICATION
1. Reason for interest
Although there are few NHS learning disability services specifically set up to 
address offending, there is increasing pressure on practitioners to take referrals of 
such cases. Clinical psychologists and psychiatrists are expected to assess risk and 
contribute to the design of care packages that will minimise risk. Their reports 
may be required for Court, Mental Health Act Tribunals or Vulnerable Adults case 
conferences.
Reliable evidence concerning the prevalence of learning disabled offenders would 
inform the clinician’s approach to individuals but the evidence available is difficult 
to interpret.
2. Why is the literature difficult to interpret?
Studies from the early years of the 20* century gave widely differing estimates of 
prevalence. For example, Menolascino (1974) cites early estimates varying from 
0.5% - 55% for the frequency of criminal behaviour amongst the mentally 
retarded. However, even since 1990 there are confusing statements in the 
literature. For example, Hayes (1997, p.71) wrote, ‘people with intellectual 
disabilities are over-represented ... in prison populations in many Western 
jurisdictions’ whereas Murphy, Harnett and Holland (1995, p.81) referring to the 
UK concluded, ‘men with intellectual disabilities were not over-represented in 
prison’. Such differing conclusions raise important points about comparability 
between studies, neatly summarised by Badger, Nursten, Williams and Woodward 
(1999, p.l). Referring to the literature on Mentally Disordered Offenders in
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general, they point out the difficulty of trying to make sense of data relating to 
‘extremely complex interactions of three things -  each of them ill-defined, 
culturally relative and subject to changes in conceptualisation and practice: mental 
disorder, offending behaviour and the administrative systems set up to manage 
these’.
Researchers have had different starting points in approaching this area. To 
address the question of the prevalence of learning disabled offenders, some 
researchers ask: which offenders have learning disabilities? Others, which people 
with learning disabilities offend? The former take a sample of offenders and seek 
to identify those with learning disabilities. The sample is likely to be restricted, for 
example to those arrested on suspicion, those remanded in prison, or sentenced 
prisoners. The latter start with a sample of people with learning disabilities and 
ask which ones have offended (or might offend). Samples here may be all those 
known to learning disability services in an administrative catchment area, or all 
referrals to a particular team or in a particular setting. In much research, the 
primary interest is not learning disability per se but Mentally Disordered Offenders 
of whom those with learning disabilities form a sub-set.
3. Focus of this review
The focus of this review has been narrowed to address just one of the problems 
facing the practitioner wishing to understand the prevalence of offending in this 
population. It is a focus of particular relevance to Clinical Psychologists - the way 
in which researchers have defined and classified people as having a learning 
disability. Noble and Conley (1992) suggest that the diagnosis of mental 
retardation is the most important explanation for the variance in estimates -  not 
because the criteria for definition vary but because of the procedure for 
measurement. Casey and Keilitz in their 1990 meta-analysis of the parallel 
literature on juveniles found that the correlations between prevalence and the 
instruments used for measurement of learning disability accounted for 26% of the 
variance.
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4. Terminology
Throughout, Teaming disability’ is used to describe the population of interest, in 
line with current Department of Health terminology. ‘Learning Disability’ is 
synonymous with ‘intellectual disability, with the North American term ‘mental 
retardation’ and with the first two parts of the definition of ‘mental impairment’ 
under the 1983 Mental Health Act. ‘Mental disorder’ is an over-arching term that 
includes mental retardation as well as major mental disorders such as 
schizophrenia.
5. Literature search
The databases searched were PSYCHINFO, MEDLINE, CINHAL, AS SI A, 
EMBASE, AMED, British Nursing Index, HMIC, SERFILE and the National 
Research Register. Searches were conducted for all available years up to January 
2001. This was supplemented by following up references cited and, in the case of 
work in progress or unpublished studies, by contacting the principal researchers.
Key terms for searching: Learning disabil* or intellectual disabil* or mental 
retardation or developmental disabil* or learning difific* or mental handicap or 
developmental delay or mental impairment. Offend*, criminal justice system, 
prevalence, epidemiology.
6. Selection of studies and method of review
The following exclusion criteria were used: non-UK studies, studies that did not 
include adults, those dealing exclusively with one type of crime (e.g. sex 
offending, arson), studies dealing solely with offender characteristics, studies of ex 
or current psychiatric hospital patients and papers published before 1990. The 
rationale for excluding studies conducted abroad lies in the problems of 
comparability as described above. This review is intended to be of use to Clinical 
Psychologists practising in the UK. For a review of US studies see Noble and
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Conley (1992). The search resulted in 14 papers, 11 of which focused exclusively 
on people with learning disabilities. Each study is first examined for the methods 
employed to define and measure learning disability. The effect of this on 
prevalence estimates is then considered.
7. Definitions of learning disability
Definitions in the hterature are broadly in agreement with one another in defining 
learning disability as a significant impairment of intelligence as measured by an IQ 
under 70 together with impaired adaptive behaviour (social fimctioning). The key 
definitions are set out in the Appendix (Mental Health Act, 1983; American 
Association on Mental Retardation, 1992; ICD-10, World Health Organisation, 
1992; DSM-IV, American Psychiatric Association, 1994).
Of the studies reviewed, the following used ICD-10 or an earlier edition -  Brooke, 
Taylor, Gunn and Maden (1996); Birmingham, Mason and Grubin (1996); 
Singleton, Meltzer, Gatward, Coid and Deasy (1999). All concerned the presence 
of mental disorder in prisoners. Only one (unpublished) study cites DSM-IV as the 
basis for definition (French and Brigden, 1995).
Others refer to their definition being IQ under 70 plus significant impairment of 
adaptive behaviour, for example, Murphy et al (1995).
8. Classification of learning disability
To classify any particular individual as falling within one of these definitions 
requires some decision as to mode of doing so. Table 1 gives a summary of the 
different approaches used.
8.1 Administrative classification
Researchers seeking to study a population with learning disabilities generally opt 
for a simple administrative classification of ‘those in receipt of learning disability 
services’.
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8.2 Psychiatric diagnosis
Identifying individuals as falling within an ICD-10 definition usually relies on a 
diagnosis made by a psychiatrist at a point in time. This is sometimes done 
retrospectively from case notes (e.g. diagnosis at discharge) and sometimes at the 
time of the study by a psychiatrist involved in the research. Diagnosis by a 
psychiatrist is commonly used in studies in which the focus is on Mentally 
Disordered Offenders. Information on those with learning disabilities tends to be 
minimal and hard to disentangle.
Table 1: Summary of measurement methods used to identify learning disability (14 studies ')
Measurement of LD Study
Administrative (users of LD Lyall, Holland & Collins 1995 - one Health District
services) Kieman et al 1995 -  one NHS Trust 
McNulty et al 1995 -  part of one health district
Psychiatric diagnosis on ICD-10 
or earlier version
Birmingham et al 1996 - remand prisoners 
Brooke et al 1996 - remand prisoners 
Singleton et al 1999 - prisoners
Self-report and/or Special 
Schooling
Lyall, Holland, Collins & Styles 1995 -  custody 
Murphy et al 1995 - remand prisoners 
Atkinson et al 1995 ^  convicted offenders 
French & Brigden 1995 - magistrates’ courts 
Winter et al 1997 - custody 
Medford et al 2000 -  custody 
Mason & Murphy 2001 - probation
Quick Test (French and Brigden 1995) 
(Birmingham et al 1996) 
(Brooke et al 1996) 
(Singleton et al 1999)
Short form of WAIS-R Gudjonsson et al 1993 -  custody 
(Murphy et al 1995)
(Winter et al 1997)
Short form of WAIS-R & 
adaptive behaviour
(Mason & Murphy, 2001)
Full Scale WAIS-R & adaptive 
behaviour
None
* Brackets denote the 2"*^  or subsequent time a study is listed
8.3 Special schooling
Studies identifying people with learning disabilities within a wider population of 
offenders or suspects sometimes rely on the type of school attended, assuming that 
those educated at a school for children with learning difficulties will have the same 
difficulties as adults. For example, Atkinson, Kelly and Weston (1993), in an
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unpublished study, defined their group by attendance at a special school for 
children with learning disabilities as identified by a prime carer or case notes. 
Difficulties arise if respondents do not remember or are not prepared to say the 
name or type of school. The trend to educate children with special needs in 
mainstream schools makes this increasingly unreliable as a method.
8.4 Self-report
More often studies use self-report to gauge learning disability or at least to screen 
participants to find those likely to have learning disabilities. Several studies use 
identical or nearly identical screening questions based on the work of Clare and 
Gudjonsson (1992). These cover whether the person feels they have reading 
problems or learning difficulties (mental handicap) or attended a special school and 
if they think they therefore need special help when undergoing a police interview. 
Clare and Gudjonsson (1992) used these questions with 100 adults who were tested 
on a Full Scale WAIS-R (Wechsler, 1981) and Schonell Graded Reading Test 
(Schonell and Goodacre, 1974). They defined significant intellectual impairment 
as IQ 75 and below. Of those found to fit this definition based on the WAIS-R, 
80% had self-reported difficulties based on the screening questions. Of the 54 
people who self-reported difficulties only two turned out on IQ testing not to have 
significant impairment of intelligence (false positives). However, 20% proved to 
be false negatives in that they did not identify themselves through self-report but 
were found to have learning disabilities and/or reading difficulties upon testing. 
Clare and Gudjonsson’s (1992) sample were not in police custody and were not 
drawn fi*om an offending population. This study has provided the justification for 
using self-report to identify learning disabilities in many subsequent studies.
The screening questions have often been adapted slightly and combined with 
checking the exact type of school participants said they attended. For example, 
Lyall, Holland, Collins and Styles (1995) asked, ‘Do you have difficulty in reading 
and writing?’ ‘While at school did you receive some extra help because you had 
difficulty learning?’ ‘Did you attend a special needs school?’ ‘Please name the 
last school you attended.’ Three of the four custody studies reviewed used this 
method either as the sole measure or together with other measures - Lyall, Holland,
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Collins & Styles (1995); Winter, Holland and Collins (1997); Medford, 
Gudjonsson and Pearse (2000). Murphy et al (1995) used self-report to screen for 
learning disability in men on remand in prison. French and Brigden (1995) used 
the same questions in their unpublished study identifying people with learning 
disabilities appearing before magistrates. Mason and Murphy (2001) used them as 
screening questions in their study of people on probation orders.
There are methodological differences in who asks the screening questions. In 
some cases this is done by custody officers (e.g. Lyall, Holland, Collins and Styles, 
1995) and in others by the researchers (e.g. Winter et al, 1997). There may be 
differences arising from this. Clare (personal communication) has observed 
custody officers asking the questions in an intimidating and hostile manner. This 
may lead to over or under reporting.
There are difficulties with self-report. Lyall et al (1995) conclude that using self- 
reports of reading and writing difficulties and type of school attended are not 
reliable methods for identifying learning disabihty. Checking the name of the 
school for type improved accuracy because, for example, those who attended 
schools for children with Emotional and Behavioural Difficulties could be 
excluded. Winter et al (1997) also cast doubt on the use of self-report, feeling that 
the screening questionnaire may have missed some with learning disability (false 
negatives) as indeed occurred in Clare and Gudjonsson’s (1992) original study.
Murphy et al (1995) examined the validity of using self-report within their study of 
remand prisoners by testing those who self-reported difficulties on a short form of 
the WAIS-R and comparing them to a control group. Very few could remember 
the name or location of the school they attended, making verification of type of 
school impossible. Most interestingly, none of those self-reporting learning 
disability had a full scale IQ under 70. Whilst 5/21 of the self-report group had an 
IQ under 75, so too did 4/21 of the controls. These findings suggest that the self- 
report method was over inclusive in that it captured people with borderline abilities 
(false positives).
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A more robust method (although time consuming and intrusive) is actually to 
assess learning disability against the criteria laid down by the agreed definitions. 
This would entail a measure of intellectual functioning and of adaptive behaviour. 
All definitions require this. A great many studies use a measure of IQ, but only 
one uses both (Mason and Murphy, 2001).
8.5 IQ measurement
The type and method of IQ testing have been shown to influence the results. 
Noble and Conley (1992, p37) concluded, ‘Average IQ scores tend to be lower: 1) 
among persons tested shortly after being admitted to prison, 2) among persons who 
undergo a group test in contrast to individual testing, and 3) among persons tested 
on an IQ test other than the WAIS-R’.
Despite these findings, indicating that the most reliable estimates will be based on 
individually administered WAIS-R IQ tests, few studies employ this measure. 
Presumably for reasons of burden on participants and resource constraints, many 
studies still use the Quick Test (Ammons and Ammons, 1962). The Quick Test is a 
verbal-perceptual test of intelligence taking 3-10 minutes to administer. Words are 
read to the subject who is asked to indicate which of four line drawings on a card 
fits the word. French and Brigden (1995) in their magistrates’ courts study used 
the Quick Test in combination with self-report. As a check on this they found 
previously completed WAIS-R IQ tests for a sub-set (four) of their sample. They 
say that the Quick Test results did not agree with the full WAIS-R findings, 
without elaborating.
Brooke et al (1996) relied solely on the Quick Test in their cross-sectional study of 
remand prisoners in the UK. Birmingham et al (1996) similarly relied on the 
Quick Test to assess prisoners on remand. Singleton et al (1999) in a major study 
of psychiatric morbidity among prisoners across the whole of the UK assessed for 
mental retardation against ICD-10 by lay interviewers using the Quick Test.
Gudjonsson, Clare, Rutter and Pearse (1993) used a short form of the WAIS-R to 
screen 156 suspects in custody in two London Police Stations. Suspects were
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assessed on three subtests only (Vocabulary, Comprehension and Picture 
Completion) by qualified Clinical Psychologists, as well as the Schonell Graded 
Reading Test.
Winter et al (1997) used a short form of the WAIS-R in their custody study (five 
sub-tests comprising Vocabulary, Comprehension, Block Design, Object Assembly 
and Picture Completion). Murphy et al (1995) similarly used a short WAIS-R of 
five sub-tests but not identical ones (Vocabulary, Comprehension, Similarities, 
Block Design and Object Assembly) to identify men on remand with learning 
disabilities.
Mason and Murphy (2001) used a short form of the WAIS-R in their study of 
probationers (sub-tests of Vocabulary, Comprehension, Similarities, Block Design, 
Object Assembly). Authors using short forms give a variety of rationales for the 
selection of sub-tests.
8.6 Adaptive behaviour
Only one study was found that was true to the agreed definitions of learning 
disability (i.e. both IQ and adaptive behaviour were measured). Mason and 
Murphy’s (2001) study of probationers used a short form of the WAIS-R and the 
Vineland Adaptive Behaviour Scales (Sparrow, 1984). The Vineland was 
completed by self-report which may affect its validity as it is designed to be 
administered to a third party who knows the person well. There are clearly 
practical problems in finding such a third party when conducting research on 
people within the Criminal Justice System (CJS).
It is concluded that the majority of UK research has used less than adequate 
classification of learning disability, which renders resulting prevalence rates 
unreliable.
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9. Effect of measurement methods on reports of prevalence of learning 
disability amongst offenders and suspects
Clearly the method used to identify learning disabilities is not the only 
consideration when drawing conclusions about prevalence. Table 2 summarises 
the study designs, sample sizes, findings and the measurements rehed upon. This 
illustrates the problems of interpretation. Sample sizes vary widely, the larger 
samples using self-report or the Quick Test, smaller samples employing more 
robust measurements, often follbwing screening by self-report. Prevalence can be 
expected to be higher at the earher stages of the CJS (e.g. being questioned in 
custody) and lower later on (e.g. prison) due to diversion pohcies.
Self-report gives very varied estimates (for those in custody Winter et al, 1997 
report 20%, Medford et al, 2000 3%). There are insufScient studies using self- 
report at other stages of the CJS to make comparisons. If attendance at a school 
for children with learning difficulties is the criterion there are findings of 0% and
11.5% for prevalence amongst people in custody for police questioning. The two 
custody studies using a short form of the WAIS-R have similar findings (8.6% and 
9.5%). Studies of remand prisoners using the Quick Test report 0.77%, 11% and 
13% prevalence. Where self-report and a short form of the WAIS-R can be 
compared, self-report gives far higher figures (Murphy et al, 1995, Winter et al, 
1997).
Yet self-report does appear to identify a group who, whilst not formally within the 
definition of learning disability, are nevertheless substantially more disabled than 
offenders who do not self-report such difficulties. Murphy et al (1995) report the 
mean IQ of the self-report group as 82, whilst the control group mean IQ was 92, 
suggesting a substantial difference in ability. Gudjonsson et al (1993) report the 
whole sample mean IQ as 82 (custody) and further report that no less than 68 
(42%) had IQs in the range 70 -79. Mason and Murphy (2001) also give data on 
this borderline group. Of their probation sample, 11.5% fell within the bottom 5% 
of intelligence for the general population. Singleton et al (1999) present 
percentages in terms of bands of raw scores on the Quick Test. Translating these
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into IQ bands suggests that amongst remand prisoners 21% of men and women 
have IQs in the 70-75 range and a fiirther 27% of men and 33% of women are in 
the range 80-84. For sentenced prisoners the figures are 17% men, 20% women IQ 
70-75 and 24% men, 28% women in the range 80-84. Providing data on the 
borderline groups is of value in examining need and widens the usefulness beyond 
a narrow consideration of the arbitrary IQ under 70 cut-off point, which is 
nevertheless the explicit focus of all the learning disability studies in this review.
10. Which people with learning disabilities offend?
Only two published studies and one unpubhshed were found that specifically 
address the question of how many people with learning disability come into 
contact with the CJS. Lyall, Holland and Collins (1995) contacted all learning 
disability services in the Cambridge Health District; Kiernan, Dixon and Smith 
(1995), in an unpublished study, contacted all learning disability providers in one 
NHS Trust in the north-west of England; McNulty, Kissi-Deborah and Newsom- 
Davies (1995) surveyed two major community providers in South London. These 
studies take the classification of learning disability for granted by virtue of the 
people in question being in receipt of local learning disability services. They are 
summarised in Table 3.
Table 3: Studies of offending amongst learning disabled populations
Study Method Sample
Size
Findings
Kiernan et al 
1995
All those known to LDS“ in one health Trust in 
the North West
186 Not clear
Lyall, Holland & 
Collins 1995
All those known to LDS in Cambridge Health 
District in 1992.
358 7 (2%)
McNulty et al 
1995
Those known to two community providers in 
South London
180 17 (9.4%)
LDS: Learning Disability Services
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If such community based studies are to be useftil, it must be made clear a) whether 
or not all those identified had a learning disability; and b) whether all those with 
learning disability in the catchment area were identified. Kiernan et al (1995) do 
not clarify either of these points. Their study embraced not only convicted 
offenders but those whom service providers felt were at risk of offending. Their 
focus was to provide information on degrees of risk within the known learning 
disabled population. Lyall, Holland and Collins (1995) provide information, using 
population base rates and national figures for the prevalence of learning disability 
to the effect they believe they found only 50% of those who might be expected to 
have a learning disability in the area studied. (National prevalence rates for 
learning disability published by the Department of Health, e,g. Signposts for 
Success, 1998 are based on the proportion of the population expected to be more 
than two standard deviations below the mean). They speculate they had missed 
people with mild learning disabilities not in receipt of services. Of those they did 
find (385), seven (2%) had had contact with the CJS in 1992 (defined as 
involvement with the pohce). This was a retrospective study conducted by staff 
interview and scrutiny of case records. No information was collected on degree of 
learning disability and no direct assessments were carried out.
McNulty et al (1995) asked service providers which of their residents had been 
involved with the pohce in the past 12 months (thus making their results 
comparable to those of Lyall, HoUand and CoUins, 1995 above). Of 180 residents, 
17 (9.4%) had such involvement. The authors do not give total general or learning 
disability population rates for the area studied. No assessment of the residents was 
undertaken, the focus being on the reasons for and outcomes of police 
involvement.
There is a promising study under way, focused on learning disability, that will 
compare a community sample with a CJS sample (Banes). This is a prospective 
case controlled study in four London boroughs. It will distinguish between those 
whose learning disability is recognised subsequent to being charged with an 
offence and those already known to services who are known to have committed 
offences or whose behaviour amounts to offending. A strength of the study will be
Academic Dossier (1) 82
that learning disability will be ascertained by individual IQ testing. From the 
information available, it appears that no measure of adaptive behaviour is planned 
which is a shortcoming. Comparisons will be made with demographic data 
available for the general population in the same boroughs. This study will provide 
important information on people slipping through the net in terms of coming to the 
attention of the police whilst being unknown to providers of learning disability 
services.
11. Discussion
Reliable answers to the two questions posed at the start -  which offenders have 
learning disabilities and which people with learning disabilities offend -  remain 
elusive. This review has focused narrowly on one methodological aspect -  the 
identification of learning disabilities. In the UK studies reviewed here, there is 
general agreement on the definition. Future studies should ensure that the 
definition is made exphcit and is one of those already available (probably the 
AAMR definition given its recognition in the UK and North America). All studies 
should use the same definition.
The heterogeneity of methods used to identify learning disability appears to 
account for much of the variation in the results. For a measure of intelligence, 
future studies should rely on an individually administered, Wechsler-based IQ 
measure and avoid the Quick Test. Since the studies reviewed were conducted the 
WAIS-R has been replaced by the WAIS-III (Wechsler, 1997) and a short version 
has been made available (the Wechsler Abbreviated Scale of Intelligence or WASI, 
Wechsler, 1999) which is particularly designed to be useful for research, 
purportedly taking only 20 minutes to administer. Using the WASI should provide 
greater consistency than idiosyncratic short forms of the WAIS-III.
Self-report as a screening measure has the value of being quick and the greater 
advantage of allowing administration by lay people. It is less intrusive than an 
intelligence test. However, it does not discriminate those with learning disability
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from those with borderline abilities. Its use therefore will depend upon the 
purpose of the research.
There is a startling lack of attention to measuring adaptive behaviour -  despite this 
being essential to a diagnosis of learning disability, by any definition. Methods for 
ascertaining adaptive behaviour are varied; some guidance is given in the British 
Psychological Society (2001) document on defining learning disability. Whilst it 
should be standard to use a measure of adaptive behaviour, there are practical 
problems of doing so in studies of people already within the CJS. Measures of 
adaptive behaviour generally require an informant who knows the individual well. 
This is likely to be impossible for reasons of non-availability, intrusiveness or time 
constraints if a person is in custody. It should however be feasible for studies of 
offending amongst community samples of people with learning disabilities.
Studies should state the size of the general population of the catchment 
area/offender group looked at. If extrapolations are to be made to larger 
populations, then data should be provided on base rates for prevalence in the 
country in question. Studies whose focus is on the extent of mental disorder 
amongst offenders should ensure better classification and characterisation of the 
learning disabled group. There is a shortage of studies concerning offending 
amongst populations of people with learning disabilities. Only two well-designed 
studies were found.
One of the most prevalent vulnerable groups amongst offenders is those who do 
not have a learning disability as formally defined but who do have much lower 
cognitive and adaptive abilities than do either the general population or the 
offending population. There are increasing expectations on NHS learning 
disability services to provide for their needs. Studies that report on this group are 
therefore useful. Whilst it may be possible to identify those already in the CJS, 
there are practical difficulties in ascertaining the numbers or needs of people who 
have not presented to services and it may be unethical to try to do so.
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In addition to people who are often described as ‘slipping through the net’ as 
above, there are likely to be others, perhaps of more concern, who have been 
inadvertently caught in the wrong net. It is widely known that many learning 
disability services do include people of borderline ability for various reasons, be 
these historical or because of individual clinical interest or simply because no other 
part of the health service will provide for them. Therefore proposed community 
sample studies should report the ability levels (including social fimctioning) of all 
those identified so that the extent to which this group is catered for by traditional 
learning disability services can be better understood.
Perhaps because it is more difficult, research has not so far addressed the extent of 
offending behaviour amongst those who are in receipt of learning disability 
services but whose offending is either not reported or not prosecuted. Here the 
literature on challenging behaviour is of importance. Several studies make 
progress in drawing together the implications from offender and challenging 
behaviour work (Kiernan et al 1995; Murphy and Fernando, 1999).
Finally, there are limitations to the value of studying prevalence at all. Holland 
(2000) has suggested that ascertaining absolute numbers is of less importance than 
tracking the career pathways of offenders. Many of the studies reviewed include 
data on characteristics (e.g. nature of offending, social and family background, age, 
gender). Whilst a few studies allow comparison of the learning disabled offender 
with other offenders, in the main they do not allow comparison with other people 
with learning disabilities (who may of may not share similar characteristics). Such 
studies, using larger numbers, could be of practical value.
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Appendix to Academic Dossier (1)
Definitions of Learning Disability
The M ental Health Act (1983) has a category of mental disorder termed ‘mental 
impairment’ that is defined as incomplete or arrested development of mind and impairment 
in intelligence and social functioning and conduct disorder (‘abnormally aggressive or 
seriously irresponsible conduct’). There are two categories -  ‘significant mental 
impairment’ and ‘severe mental impairment’,
American Association on M ental Retardation (AAM R, 1992) defines mental retardation 
as, ... substantial limitations in present functioning. It is characterised by significantly 
sub-average intellectual functioning, existing concurrently with related limitations in two or 
more of the following applicable adaptive skill areas; communication, self care, home 
living, social skills, community use, self direction, health and safety, functional academics, 
leisure, and work. Mental retardation manifests before age 18’. The previous version of 
this (AAMD, 1983) which is used in some studies reviewed was similar.
The International Classification o f  Diseases 10“* edition (WHO, 1992) uses the term 
mental retardation (MR), defined as ‘a condition of arrested or incomplete development of 
the mind, which is especially characterised by impairment of skills manifested during the 
developmental period, skills which contribute to the overall level of intelligence, i.e. 
cognitive, language, motor and social abilities. Retardation can occur with or without any 
other mental or physical condition’. Bands of disability are given: Mild MR IQ 50-69; 
Moderate MR IQ 35-49; Severe MR IQ 20-34; Profound MR IQ under 20.
Diagnostic and Statistical Signs M anual, 4th edition (Am erican Psychiatric 
Association, 1994): uses the term mental retardation defined as ‘a) significantly sub­
average intellectual functioning: an IQ of approximately 70 or below on an individually 
administered IQ test; b) concurrent deficits or impairments in present adaptive fimctioning 
(i.e. the person’s effectiveness in meeting the standards expected for his or her age by his or 
her cultural group) in at least two of the following areas: communication, self-care, home- 
living, social/interpersonal skills, use of community resources, self-direction, functional 
academic skills, work, leisure, health, and safety; c) onset is before age 18 years’.
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ACADEMIC DOSSIER (2) 
ASSESSMENT AND DIAGNOSIS OF DEPRESSION IN 
PEOPLE WITH LEARNING DISABILITIES
1. Reason for interest
Whether or not people with learning disabilities could suffer from depression was a 
moot point in the literature as recently as the early 1980s. Since then many studies 
have concluded that depression does occur in this population, some going so far as 
to state that depressed mood is among the most common of psychiatric symptoms 
experienced by adults with learning disabilities (see Nezu, Nezu, Rothenberg, 
DelliCarpini and Groag, 1995). Diagnosis of depressive illness is reliant to a great 
extent on self-report by the patient, making it much more difficult in people with 
little or no communication. The problems encountered in assessment and diagnosis 
have meant that prevalence and treatment choices have remained a matter of some 
debate. Clinical psychologists are frequently expected to contribute to the 
assessment of mood and mental state in people with learning disabilities and to 
deliver therapies and advice based on an accurate diagnosis.
2. Focus
The focus for this review is to examine recent developments concerning the 
assessment and diagnosis of depression in people with learning disabilities.
3. Literature search
The databases searched were PSYCHINFO, MEDLINE, CINHAL, AS SI A, 
EMBASE, AMED, British Nursing Index, HMIC, SERFILE and the National 
Research Register. Searches were conducted for all available years up to April 
2001. This was supplemented by following up references cited and, in the case of 
work in progress or unpublished studies, by contacting the principal researchers.
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Key terms for searching: Learning disabil* or intellectual disabil* or mental 
retardation or developmental disabil* or learning diffic* or mental handicap or 
developmental delay or mental impairment. Down’s Syndrome. Depression.
4. Selection of studies and method
Three relevant reviews were found - Cooper and Collacott (1996), Hurley (1996), 
Davis, Judd and Herrman (1997). Studies post-dating these reviews or published at 
the same time but not cited by those authors were selected. Studies with a focus on 
dementia in learning disability and single case studies were excluded. This resulted 
in ten additional papers and two studies underway reported in the National Research 
Register (see Table 1).
Table 1: Summary of recent studies investigating depression in people with learning disabilities
Author/s Focus Sample size LDMevel
Nezu 1995 Cognitive aspects 107 &
16 depressed 
16 controls
Mild
Brasher & Hall 1996 Prognosis in depression in 
Down’s Syndrome
10 depressed 
10 controls
4 mild 
4 moderate 
2 severe
Meins 1996 New rating scale 51 depressed 
41 controls
27% severe/ 
profound per group
Davis et al 1997b Features of depression 
Substitute diagnostic criteria
10 M ild&
moderate
Marston et al 1997 Behavioural depressive 
equivalents
36 depressed 
46 controls
17 mild 
11 moderate 
8 severe/profound
Clarke & Gomez 
1999
Modifications to standard 
criteria
11 3 mild 
5 moderate 
3 severe
Evans et al 1999 Standard criteria compared to 
other observable behaviour
89 Severe/profound
Matson et al 1999 Characteristics of depression 
& validation of rating scale
18 depressed
19 autistic
20 controls
Severe/profound
Dagnan & Sandhu 
1999
Self-esteem 43 Mild & moderate
Ross 2000 (National 
Research Register)
New rating scale 53 Severe/profound
Tsiouris 2001 Behavioural depressive 
equivalents
22 15 severe/profound 
7 mild/moderate
Cuthill (National 
Research Register)
New rating scale 100 ?
LD: Learning Disability
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The three reviews were examined for their findings and recommendations. The 
subsequent papers were then examined for progress related to the main issues 
identified in those reviews. As the standard diagnostic criteria are important to an 
understanding of this literature, those used in the Diagnostic and Statistical Manual 
of Mental Disorders, 4* edition (DSM-IV, American Psychiatric Association, 1994) 
and the International Classification of Diseases, 10* revision (ICD-10, World Health 
Organisation, 1992) are reproduced in the Appendix together with substitute criteria 
recommended by some researchers.
5. The reviews
Cooper and Collacott (1996) reviewed all papers on depressive episodes in people 
with learning disabilities using Medline and journal searching over the preceding 
five years. They concluded that depression does occur in people with learning 
disabilities (and more commonly in people with Down’s Syndrome) but that 
diagnosis is difficult in a non-verbal person. The studies they reviewed 
encompassed an array of methods for making a diagnosis (e.g. psychiatric 
assessment, informant interview, review of case notes, checklists, modified standard 
diagnostic criteria and combinations of these). The main issues related to:
• Diagnostic criteria - those used with the general population may not be suitable 
in learning disability and may lead to people with depression being missed.
• Whilst depression appears to present differently in this client group compared to 
the general population, there is a lack of descriptive studies of these differences 
that hinders interpretation. The different presentation is said to include 
maladaptive behaviours such as aggression or acting out, withdrawal, somatic 
complaints, more irritability than depressed mood, more psychomotor agitation.
• There is no obviously suitable rating scale (self-report or informant) to aid 
diagnosis and many of those available may be unsuitable for use with people 
with learning disabilities.
Hurley (1996) reviewed all case studies in English of depression in adults with 
Down’s Syndrome 1960-1994. She outlined all the symptoms reported, e.g. loss of 
self-help skills, withdrawal, hallucinations and delusions and an absence of
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cognitive aspects (internal feelings). She concluded that it is important to use 
‘mental retardation equivalents’ to DSM-IV. Whilst this review was limited to 
people with Down’s Syndrome, Hurley intended it to illustrate the disorder in people 
with mental retardation in general.
Davis et al (1997) reviewed papers on the prevalence, clinical features and treatment 
of depression in adults with intellectual disability (years not stated). For prevalence 
they concluded there were methodological difficulties and disparate findings. They 
noted a considerable debate on the clinical features or symptoms, concluding that 
those with mild learning disabilities can show the classic symptoms, but those with 
moderate/severe learning disabilities may show depression in different forms. 
Clinical features of depression were reported possibly to include self injury, 
aggression, psychomotor retardation, apathy, withdrawal, loss of daily living skills, 
screaming, crying and temper tantrums. They found that these ‘behavioural 
manifestations’ are important and often used in studies to supplement official 
diagnostic criteria. Given these problems, they concluded that treatment outcomes 
are difficult to assess and found no systematic studies of treatment reported.
The three reviews are similar in their findings. Establishing prevalence and devising 
effective treatments are hampered by three issues that require further research: a) 
inadequate diagnostic criteria; b) a view that symptoms of depression manifest 
differently in people with learning disabilities, particularly amongst those with more 
severe learning disabilities; c) rating scales of dubious validity and reliability for this 
population. Studies undertaken since these reviews were examined for progress 
against these issues.
6. Diagnostic criteria
The standard diagnostic criteria for depression in the general population are set out 
in DSM-IV and ICD-10. These include cognitive symptoms that rely on self-report 
(e.g. feelings of worthlessness, diminished ability to think, recurrent thoughts of 
death) and behavioural symptoms that can be self-reported or observed by others in
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close proximity to the patient (e.g. diminished interest in most activities, changes in 
Aveight or appetite, insomnia).
Each of the three reviews concluded that depression may manifest in atypical ways 
in people with learning disabilities and consequently recommended the development 
of diagnostic criteria that would reflect this and be used as substitute criteria. 
Cooper and Collacott (1996) for example proposed the use of the Kettering Leicester 
diagnostic criteria (see Appendix) as did Marston, Perry and Roy (1997). These 
criteria include most of those found in DSM-IV with some modifications such as 
reduction in self-care. The more cognitive symptoms (those that rely on self-report 
of thoughts and feelings) are dropped. The most significant substitutions are 
‘aggression or tantrums or other maladaptive behaviour’ and ‘a past history of mania 
or depression that responded to anti-depressant treatment’. Similarly, Evans, Cotton, 
Einfeld and Florio (1999) recommended a taxonomy of psychopathology for severe 
and profound learning disability.
Proposals for substitute criteria are generally driven by a fear of missing cases of 
depression because of the patients’ inability to report on their feelings (false 
negatives). Yet a reliance on behavioural symptoms may be over-inclusive (false 
positives). Davis et al (1997b) voiced this concern and their study is used here to 
illustrate the development of substitute criteria. The substitutions (based on 
previous literature and experience) comprised accepting third party observations in 
place of self report, substituting irritability for depressed mood, diminished 
participation in activity for loss of interest/pleasure in activity, crying for loss of 
energy, increased maladaptive behaviour for feelings of worthlessness or guilt, loss 
of skills and increase in somatic complaints for diminished ability to think or 
concentrate. No rationale was given for substituting maladaptive behaviour for 
feelings of worthlessness or guilt.
Their sample comprised ten adults with mild or moderate learning disability with a 
probable diagnosis of depression (based on clinical interviews). None had severe or 
profound disabilities. There was no control group. Participants were scored on the 
DSM-IV criteria and the substitute set of criteria. It was found that the substitute
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criteria led to a higher rate of diagnosis as did using informant information to 
bolster self-report and observation. Whilst finding that the standard criteria could be 
used to diagnose depression in many of their learning disabled patients, they 
concluded that behavioural change was a prominent feature of depressive disorder 
and that standard criteria may require modification.
This study suffers from a small sample size, the absence of any control group and 
the absence of any patients with severe or profound learning disabilities. The 
problem of false positives when using substitute criteria was not solved by this 
study.
Reliance on informant information as advocated by this and several other studies can 
be dubious. Burt (1999), referring to the learning disability literature, points to 
evidence that agreement between self and informant report appears to be low for 
depression and that informant reports are subject to bias, being dependent on the 
psychological needs and beliefs of the informant and their tolerance levels.
Common to all substitute criteria is the inclusion of maladaptive or challenging 
behaviour (e.g. tantrums, aggression, self-injury). Is this justified? Many surveys 
find that up to half the people with learning disability have challenging behaviour to 
some extent (Quereshi, 1994). Indeed ‘impairment of behaviour’ is an associated 
condition of mental retardation within ICD-10. Whilst using challenging behaviour 
as a symptom of depression involves noting increases rather than just presence, 
challenging behaviour is multi-factorial in its aetiology -  genetic, social, operant 
(Murphy, 1994). Therefore changes may be due to a range of factors. No study 
reviewed gave a rationale for the use of challenging behaviour as a symptom of 
depression.
In contrast to studies recommending substitute criteria and separate taxonomies, 
Prasher and Hall (1996) recommend the use of recognised diagnostic criteria, 
finding it was possible to apply these to people with Down’s Syndrome without 
modification or substitution. Matson et al (1999) similarly found that DSM-IV
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depression criteria could be used with those with severe and profound disabilities, 
albeit some criteria being inapplicable.
A compromise position is to recommend additions to the standard criteria. This has 
the benefit of retaining standard diagnostic criteria for all populations which is 
important for both clinical practice and research. In a small, retrospective study 
Clarke and Gomez (1999) explored the addition of ‘depressive behavioural 
equivalents’. Using a hospital sample they identified those who had been treated 
with anti-depressants for depression over a 12 month period (N = 11). Case note 
review and interviews with care staff were the source of data. The authors modified 
standard criteria (ICD-10) by adding items that included challenging behaviour 
(based on Marston et al, 1997). They then looked at changes over time following 
anti-depressant treatment. They concluded that it is advantageous to retain the 
standard diagnostic criteria, modifying them only by adding behavioural equivalents. 
This they say make the new criteria valid across a range of degree of learning 
disability from mild to severe.
A post hoc rehance on the effectiveness of anti-depressants to demonstrate that 
depression was present prior to drug treatment is not always justified. Many people 
with learning disabilities are prescribed anti-depressants to treat symptoms other 
than depression. Clarke and Gomez (1999) allowed for this by including only those 
for whom the drugs had been prescribed to treat depression. This meant excluding 
14/25. Usefril additional information may have been gained from including all 25 in 
the study.
Medication may confound the presentation of depression -  anti-psychotics may 
produce sedation and anti-convulsants can contribute to depressive symptoms. 
Vegetative symptoms assumed to be due to depression (e.g. weight loss or sleep 
disturbance) may be produced by medication for other disorders (Burt, 1999). Not 
all studies report the concomitant use of medication in their samples. In Ross’ 
(2000) sample of 53, 40% were on anti-psychotics and 26% on anti-convulsants. In 
Meins’ (1996) sample of 32 depressed patients 81% were receiving psychotropic 
drugs. Lowry (1998, p.393) points to the ‘excessive use of anti-psychotic
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medication in this population’ (i.e. learning disability) as one of the factors 
complicating diagnosis.
Tsiouris (2001) examined whether depressive equivalents could provide some of the 
core characteristics needed for a diagnosis of depression within a severe/profound 
group. In a thorough retrospective study of 150 patients seen over a 7-year period, 
22 patients with a range of disability were identified who fulfilled DSM criteria for 
depression. A checklist devised by Marston et al (1997) was then applied to 
examine depressive equivalents. Fifteen of the sample had severe or profound 
learning disabilities and all of these showed at least five of the six observable DSM- 
IV criteria for major depression. Two thirds showed the behavioural depressive 
equivalents of self-injury or aggression. This author concluded that it is not 
necessary to substitute the DSM criteria, rather that the depressive equivalents could 
be used by clinicians as potential indicators of underlying depression.
In the studies undertaken since 1996/7, no concensus has emerged on whether to 
stay with standard diagnostic criteria or to use additions and/or substitutions. 
Sample sizes are small and study designs weak. The ways in which a depressed 
sample is arrived at are so varied as to make interpretation difficult. There is a 
striking absence of psychological theory being used to inform the choice of 
symptoms to include in the construct of depressive disorder.
7. Symptoms of depression
Several studies explore the symptoms of depression in more depth. This generally 
involves the use of checklists of adaptive and/or maladaptive behaviour. The 
intention of these studies is often to demonstrate the value of behavioural depressive 
equivalents as part of the diagnostic criteria, based on the premise that there is a risk 
of under-diagnosis if the standard criteria are applied in isolation. The more severe 
the learning disability the more this is believed to apply.
Marston et al (1997) assessed 82 adults with a range of learning disability using a 
checklist of symptoms based on a mix of ICD-10 depression criteria and the
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Disability Assessment Schedule (Holmes, Shah and Wing, 1983) that includes items 
on challenging behaviour. The checklist was completed blind to any diagnosis. 
Symptoms were analysed, taking into account the differing levels of disability 
(based on a checklist derived from ICD-10) and comparing depressed with non­
depressed individuals. They found that sleep disturbance and depressed mood were 
noted significantly more frequently in the depressed group across all levels of 
disability. However, in the mild group (IQ 50-69 in ICD-10) there were also 
significant differences in diurnal mood variation, loss of energy, loss of interest and 
weight loss (i.e. closely mirroring the standard criteria).
In the moderate learning disability group (IQ 35-49 in ICD-10) self-injury, reduced 
communication and social isolation became significantly different. This trend 
towards behavioural depressive equivalents continued in the severe/profound group 
(IQ 34 and below in ICD-10). Once again there is no rationale for assuming that 
behaviour problems are legitimately seen as symptoms of depression. The argument 
becomes circular -  if challenging behaviours are rated as symptoms of depression 
then those with challenging behaviour will be diagnosed with depression and this in 
turn is taken as evidence that people with severe/profound learning disabilities can 
suffer from the disorder.
The sample sizes in Marston et al’s study (17 mild, 11 moderate, 8 severe/profound) 
were small and groups were not matched for age or sex.
In a correlational study Evans et al (1999) pursued the search for any relationship 
between the standard criteria and other observable behaviours by comparing 
standard diagnostic criteria (DSM) with two checklists of psychopathology (that 
include items on challenging behaviour). A sample of 89 adults with severe or 
profound learning disability was assessed in this way. In particular stereotypy, seff- 
absorbtion, self-injury and temper tantrums (from the two checkhsts) correlated 
significantly with the DSM-based checklist. They concluded that depression may 
present differently in people with severe or profound learning disabilities. However, 
they query whether these additional symptoms reflect co-morbidity or form part of 
the spectrum of depression.
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This study demonstrates, for a severe/profound group, that challenging behaviour 
can go hand in hand with the observable symptoms of depression as measured 
against the criteria for adults combined with those for children. This reliance solely 
on observable symptoms and informant ratings render the study subject to the same 
criticisms as above, i.e. the assumption that challenging behaviour is symptomatic of 
depression and the possible unreliability of informant information. Its correlational 
nature makes it weak and there is a lack of data on the degrees of depression (if any) 
found in the sample.
A comparative study that is yet more cautionary about seeing challenging behaviour 
as symptomatic of depression is that of Matson et al (1999). In the context of 
validating a rating scale -  the Diagnostic Assessment for the Severely Handicapped 
II (DASH-II, Matson, 1995) - they looked at the core and associated symptoms of 
depression on DASH-II items for a depressed group and two control groups (N = 19 
with autism diagnosis, N = 20 with no DSM-IV diagnosis). In the depressed group 
the core symptoms of the disorder that featured most highly were predominantly 
non-verbal and pertained to sleep and eating difficulties and irritability. As the 
authors pointed out this was not surprising since most subjects were non-verbal. 
The associated symptoms of depression tended to include aggressive behaviours, 
stereotypy, non-compliance and unresponsiveness to the environment. However, 
rather than conclude -  as in other studies reviewed here -  that aggressive and 
stereotyped behaviour must be symptomatic of depression in those with severe and 
profound learning disabilities, they point out (p.312) that aggression and stereotypy 
are frequently occurring in this population anyway and ‘should not be taken as our 
opinion that aggression and stereotypies are part of the disorder of depression’.
The controlled, prospective study by Prasher and Hall (1996) sheds some fiirther 
light on the role of challenging behaviour in depression and provides important 
information on the role of adaptive behaviour. Their sample was restricted to people 
with Down’s Syndrome (DS). Ten DS adults with a diagnosis of depression (ICD) 
were matched with ten non-depressed DS controls of the same age, sex and level of 
disability. The groups were assessed for adaptive and maladaptive behaviour using
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the Adaptive Behaviour Scales Parts I and II (Nihira, Foster, Shellhaas and Leyland, 
1974) at the start of the study and at a 12 month follow up. In the intervening 
period, eight of the depressed group were treated with anti-depressants. By the 
second occasion, only 3/10 of the depressed group were still depressed against the 
ICD criteria.
In terms of adaptive and maladaptive behaviour, there were significant differences 
between the groups on the first occasion and none on the second. The differences 
were in the direction that the depressed group had fewer adaptive behaviours and 
more maladaptive behaviours than the controls on the first occasion (i.e. when 
depressed). This suggests that the differences between the groups on the first 
occasion were attributable to depression. The authors say this lends support to 
previous reports of an association between poor social skills and depression but 
suggest that their study indicates poor social skills may be a consequence of the 
depression rather than causative of it. Prasher and Hall’s findings also tend to 
support the idea that depression may manifest as challenging behaviour in some 
people with learning disabilities in that Part II of the ABS addresses maladaptive 
behaviour. This is the only study whose design lends some strength to the 
contention that challenging behaviour may be symptomatic of depression in people 
with learning disabilities.
Ross (2000) critiqued the use of challenging behaviour as an atypical symptom of 
depression, particularly re severe/profound learning disability. In a study to explore 
the relationship between depression and challenging behaviour, she compared the 
Mood Interest and Pleasure Questionnaire (MIPQ, Ross, 2000) with two checkhsts 
of chaUenging behaviour, arguing that there has been little attention to the possibility 
of a third variable between challenging behaviour and depression. Findings were 
equivocal in that the MIPQ correlated well with one of the checklists but not with 
the other. This study is progressive in that it is the first to examine the possibility 
that internal states may be related to levels of behaviour disturbance regardless of 
psychiatric diagnosis and it avoids the problem of the tautological rationale.
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Only one study was found that investigated the role of cognitive variables in 
depression in people with learning disabilities (Nezu et al, 1995). This is surprising 
given the rich seam cognitive psychology has proved in the study of depression in 
the non-disabled population. They explored some common cognitive theories of 
depression -  the role of negative automatic thoughts, feelings of hopelessness, and 
deficits in self-control. They also looked at the relationship between depression and 
various types of social support. Adults (N = 107) with mild learning disability (IQ 
55-70) were assessed on a range of checkhsts covering depression, cognitive and 
social correlates. They found that level of depressive symptoms was significantly 
correlated with the frequency of automatic negative thoughts, feelings of 
hopelessness, rates of self-reinforcement, and amount of negative social support. A 
comparison was then made between two learning disabled groups - 16 depressed and 
16 non-depressed - with a finding that depressed subjects reported significantly 
greater feelings of hopelessness, lower rates of self-reinforcement and higher levels 
of negative social support. Their results suggest that people with mild learning 
disabilities experience the same cognitive thought patterns as the general population.
One recent study was found that explored the role of social variables (Dagnan and 
Sandhu, 1999). They assessed 43 people with mild and moderate learning 
disabilities on measures of self-esteem, social comparison and depression. 
Depression was found to be significantly negatively correlated with aspects of social 
comparison and with positive self-esteem. This mirrors findings reported in the non­
learning disabled depressed population.
Symptoms of depression have received further attention as recommended in the 
1996/7 reviews, most research focusing on the role of maladaptive behaviour. There 
appears to be increasing caution against assuming that maladaptive behaviour is 
symptomatic of depression, even in those with more severe learning disabilities. 
Very little work has been inspired by a consideration of psychological theories of 
depression.
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8. Rating scales
Rating scales were criticised by the 1996/7 reviews for having dubious reliability 
and validity. Self-report scales are often modifications of tools used with the 
general population, e.g. Beck Depression Inventory (Beck, Ward, Mendelson, Mock, 
J. & Erbaugh (1961), Zung Depression Scale (Zung, 1965). These modifications are 
generally made by the researchers for the purposes of the study in question. This 
has been criticised (e.g. Reed, 1997) for a failure to check the resulting psychometric 
properties. Informant rating scales are often designed to examine a range of 
psychopathology in people with learning disabilities, depression forming a sub­
scale, e.g. Psychopathology Inventory for Mentally Retarded Adults (PIMRA), 
Senatore, Matson and Kazdin, 1985; Reiss Screen (Reiss, 1988), DASH-II (Matson, 
1995); The Psychiatric Assessment Schedule for Adults with a Developmental 
Disability (PASS-ADD), Moss et al, 1993).
Three papers (one as yet unpublished) were found describing either the development 
or validation of scales since the reviews. Meins (1996) developed a nine-item 
depression scale for adults with mental retardation (the Mental Retardation 
Depression Scale, MRDS) based on the Comprehensive Psychopathological Rating 
Scale (GPRS) of Asberg, Perris, Schalling and Sedvall (1978). Based on a sample 
of 51 people with learning disabilities with a diagnosis of depression (established 
against the Children’s Depression Inventory [Kovacs, 1985] or psychiatric 
assessment) and 41 non-depressed controls, he found the new scale discriminated 
major depression from other depressive disorders and none. In each group 27% 
were profoundly or severely handicapped. No inter-rater reliability was conducted -  
the researcher carrying out the ratings single-handed, based on his examination of 
the patient and other sources of information. Some 80% of cases were rated blind 
to the original diagnosis. The validity of the original diagnosis may be in question in 
that it was not based on standard criteria. No subsequent research on this scale was 
identified.
A validation of the depression sub-scale of the DASH-II is reported by Matson et al 
(1999). This validated it against DSM-IV depression criteria and focused exclusively
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on the severe/profound group. Using a depressed group as diagnosed by DSM-IV 
(N = 18) and two control groups, DASH-II was found to discriminate 93% of those 
diagnosed as depressed against DSM-IV.
Ross (2000) has developed an informant questionnaire for people with 
severe/profound learning disabilities to measure observable behaviours thought to be 
associated with mood, interest and pleasure (the MIPQ), i.e. reflecting the core 
symptoms of major depression. Items are based on DSM-IV and operationally 
defined ‘symptomatic behaviours’ proposed by Lowry (1998). Data are given on 
the psychometric properties, which were good. Taking high and low scoring MIPQ 
groups she then compared them on DASH-II and found that DASH-II did not 
discriminate between the groups and suggested there might be construct validity 
problems with the latter.
The development of another rating scale is referred to on the National Research 
Register (Cuthill) but no details could be ascertained.
9. Discussion
What progress has been made on the three inter-linked issues of diagnostic criteria, 
symptoms of depression and rating scales since the 1996/7 reviews? It would seem 
that it remains the case that the standard diagnostic criteria are appropriately used to 
diagnose depression in people with mild to moderate learning disabilities. The 
method of diagnosis for people with severe and profound learning disabilities 
remains debatable with some advocating adherence to standard criteria, others 
suggesting adding criteria to the standard ones to capture, in particular, challenging 
or maladaptive behaviour and others believing that substitute criteria are called for. 
In the absence of a biological marker for depression the debate will run on. In the 
meantime there is a danger that diagnosis is reliant on the individual clinician’s own 
conceptual framework. Reed (1997) points out the dangers of using ‘masked 
depression’ (Le. depression being inferred from other behaviours and symptoms) as 
a diagnosis of last resort.
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There has been progress in examining some of the symptoms that might constitute 
depression in people with learning disabilities, but no clear picture has emerged to 
guide the clinician. Study samples are small, particularly for those with more severe 
learning disabilities. Study designs are on the whole weak (correlational or lacking 
control groups or retrospective).
There is an assumption by many of the researchers that symptoms commonly termed 
challenging must be atypical symptoms of depression, yet none of the studies 
reviewed demonstrate this effectively. This is compounded by methodological flaws 
in the way depressed samples are arrived at for further study. A tautological 
rationale obtains in many studies such that maladaptive behaviour is used as a 
criterion for depression, symptoms of maladaptive behaviour are then searched for 
and found and the conclusion is drawn that maladaptive behaviour must be an 
atypical symptom of depression. Increased challenging behaviour could merely 
represent co-morbidity.
Although not mentioned in any of the papers reviewed here, there are two potential 
rationales, based on psychological theory, for the inclusion of maladaptive 
behaviour as symptomatic of depression available in the literature. Glick and Zigler 
(1995) presented a developmental perspective -  those with more severe learning 
disabilities may show immature emotions/mood such as turning on others rather 
than inward to themselves. Lowry (1998) suggested a behavioural rationale - when 
a person feels depressed they may find events in the environment aversive and then 
might show challenging behaviour to avoid engagement in events (negative 
reinforcement). This approach of providing a theoretically based rationale and 
testing it empirically would seem fruitful for future studies.
Given these criticisms, the validity of the conceptual frameworks for depression is 
still in doubt. Such frameworks inevitably underpin diagnosis. In turn this reflects 
on the development of rating scales -  what is being measured? Nevertheless, two 
new scales have emerged -  the MRDS (Meins, 1996) is claimed as applicable across 
the full range of learning disability but has not been researched for rehability or
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validity and the extent of its application is unknown. The as yet unpublished MIPQ 
has been demonstrated as psychometrically sound and may be a promising tool for 
the assessment of depression in the more severely disabled groups. The DASH-II 
depression sub-scale is reported by its authors to be reliable and valid but again it is 
too soon to judge its utility. As yet there is no gold standard diagnostic tool for 
depression amongst people with learning disabilities.
The 1996/7 reviews concluded that large scale, collaborative, prospective studies are 
called for. Some five years later this remains the case. Equally to be recommended 
are improvements in methodology and theoretical underpinning.
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Appendix to Academic Dossier (2)
Symptoms to be used as criteria for depression^
DSM -IV Symptoms
Depressed or irritable mood
Markedly diminished interest or pleasure in most activities
Significant weight loss, decrease or increase in appetite
Insomnia or hypersomnia
Psychomotor agitation or retardation
Fatigue or loss of energy
Feelings of worthlessness
Diminished ability to think or concentrate
Recurrent thoughts of death, suicidal behaviour or statements
Psychotic symptoms
Kettering Leicester (Cooper and Collacott, 1996)
Depressed or irritable mood
Markedly diminished interest or pleasure in most activities or social withdrawal or 
reduction in self care or reduction in quantity of speech___________________________
Significant weight loss, decrease or increase in appetite
Insomnia or hypersomnia
Psychomotor agitation or retardation
Fatigue or loss of energy
Diminished ability to think or concentrate
Loss of confidence or increase in reassurance seeking behaviour
Increased tearfulness or hypochondriasis
Increase in aggression or tantrums or other maladaptive behaviour___________
Past history of mania or depression that responded to anti-depressant treatment
Hurley 1996_____________________________________________________________________
Apathetic facial expression, lack of emotional reactivity, upset, tantrums, verbal and
physical aggression_________________________________________________________
Withdrawal, lack of reinforcers, refusal to participate in leisure activities or work______
Tantrums at meals, stealing food, refusing activities, hoarding food in room__________
If living with staff, staff note being up at night; change in sleeping habits, tantrums or
activity during sleeping hours_________________________________________________
Pacing, hyperactivity; increase in self-injury or aggression; or decreased energy, 
passivity; development of obsessional slowness in activities of daily living; muteness;
whispering; monosyllables; oppositional._______________________________________
Appears tired; refuses leisure activities or work; withdraws to room; loss of daily
living skills; refusal to do personal care; incontinence.____________________________
Statements such as ‘Pm stupid’_______________________________________________
Poor performance at work; change in leisure habits and hobbies; appearing distracted,
confiised, memory problems._________________________________________________
Perseveration on the deaths of family members and friends; preoccupation with 
funerals.
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Davis et al 1997
Depressed or irritable by subjective account or by observation by third party. 
Markedly diminished participation in activities._________________________
Crying more than usual or wanting to cry but unable to.
Markedly increased challenging behaviour.
Marked change in behaviour with regression (loss of skills).
Marked increase in somatic complaints/ hypochondriacal preoccupation.
Clarke & Gomez 1999
Depressed mood complained of or reported as a change in affect to one of depression 
or frequency of crying or sobbing._____________________________________________
Loss of interest or pleasure or increased isolation
Including reduction in self care skills or mobility; or marked reduction in
communication.____________________________________________________________
Diminished ability to think or concentrate or onset or increase in screaming.__________
Recurrent thoughts of death, suicidal behaviour or statements or onset, or increase in
self-injurious or aggressive behaviour._________________________________________
Delusions or hallucinations can be inferred from a change in behaviour.______________
ICD-10 criteria for Depressive Episode (F32)
Tn typical mild, moderate or severe depressive episodes, the patient suffers from lowering 
of mood, reduction of energy and decrease in activity. Capacity for enjoyment, interest and 
concentration is reduced and marked tiredness after even minimum effort is common. Sleep 
is usually disturbed and appetite diminished. Self-esteem and self-confidence are almost 
always reduced and, even in the mild form, some ideas of guilt or worthlessness are often 
present. The lowered mood varies little from day to day, is unresponsive to circumstances 
and may be accompanied by so-called ‘somatic’ symptoms, such as loss of interest and 
pleasurable feelings, waking in the morning several hours before the usual time, depression 
worst in the morning, marked psychomotor retardation, agitation, loss of appetites, weight 
loss and loss of libido. Depending upon the number and severity of the symptoms, a 
depressive episode may be specified as mild, moderate or severe’.
Tor citations see references
Research Dossier 110
RESEARCH DOSSIER
POLICE AND CARERS' BELIEFS ABOUT LEARNING 
DISABLED OFFENDERS
ABSTRACT
Evidence suggests that care staff have difficulty recognising offending behaviour 
(Thompson and Brown, 1997) and are reluctant to report it to the police (Lyall, 
Holland and Collins, 1995). Whilst there has been speculation as to why there may 
be such reluctance, there are no empirical studies. Potential reasons for not 
reporting include supposition about what the pohce might do. The study of causal 
attributions by care staff of challenging behaviour in people with learning 
disabilities has proved fruitful. Such an approach could elucidate the thinking 
behind care staff and police views of reporting crime and its consequences.
The present study set out to rephcate the finding of reluctance to report and extend it 
by testing some of the speculative reasons given in the hterature, comparing care 
staff and police, including ratings of causal attributions and affect. Comparisons 
were made throughout according to perpetrator statué (with or without learning 
disability). The accuracy of each staff group’s perceptions of the other group’s 
attributions and affect was also assessed.
Questionnaires using vignettes of three fictitious crimes (assault, rape and minor 
theft) by people with and without learning disabilities were completed by 80 care 
staff in residential homes and 65 pohce officers working in the same city. Findings 
suggested that care staff are less reluctant to report incidents to police than found by 
Lyall et al (1995). On the whole carers and police views were in accord concerning 
perpetrators without learning disabilities but there were significant differences 
between groups rating perpetrators with learning disabilities, particularly for the two 
more serious crimes. Limitations to the study and its implications for practice and 
future research are discussed.
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CHAPTER 1 REVIEW
1.1 Introduction
“Whilst it is not easy to identify adults with learning disabilities who commit crimes, 
they are a curiously neglected group for a nation that currently casts crime as such a 
significant problem” (Flynn and Bernard, 1999).
It is well established in the research literature, and a familiar reality to service 
providers, that some people with learning disabilities commit offences. Although 
there is no certainty on prevalence, having a learning disability is one of several risk 
factors for committing crime (e.g. Farrington, 1995). Whilst this is not surprising it 
does present particular dilemmas to service providers and to the Criminal Justice 
System (CJS). This study investigated the beliefs held by carers and police officers 
about learning disabled perpetrators of crimes. Specifically, their beliefs about 
reporting these offenders to the police, their causal attributions for the crimes and 
their feelings towards the perpetrators were compared. This was contrasted with 
their beliefs regarding offenders without learning disabilities.
1.2 Service Providers
A wide range of statutory and other agencies (social services, health and the 
independent sector) is involved in meeting the needs of adults with learning 
disabilities, the majority being community-based. This is a relatively recent 
phenomenon, post de-institutionalisation. In the past, most people with learning 
disabilities (particularly those likely to offend) lived in subnormality (mental 
handicap) hospitals where offending-type behaviour was dealt with ‘in-house’ 
without the involvement of the police. In the UK some 50% of people with learning 
disabilities five with paid carers of some kind and about 50% with family members.
It is proving difficult for community-based services with many stakeholders to 
address the needs of offenders and alleged offenders with learning disabilities. 
Providers have varying experience, competence and approaches. There is generally
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no co-ordinating strategy put in place by Social Services - the lead agency for this 
chent group. Adequate guidance and research-based evidence are lacking. For 
these reasons, the response to alleged offending tends to remains arbitrary. 
Referring to services in Australia, Keilty and Connelly (2001, p 288) observed that 
‘most disability services are poorly resourced and have high staff turnover. Few 
have the ability to manage offending behaviour effectively’. The UK is very similar.
These difficulties also applied in the city in which this research was conducted. 
There was a lack of protocols and training within and between agencies that could 
guide all concerned in this difficult area. There were many examples of adults with 
learning disabihties who had shown behaviour which might in other circumstances 
have been seen as an offence about whom there was great concern but little co­
ordinated action in the form of assessment, placement or treatment. These people 
were often moved from one residential home to another because their behaviour was 
deemed too risky for other residents. Staff from all agencies were struggling to 
know what to do. There was often a feeling that this group (or the individual in 
question at the time) must be someone else’s responsibility. This can lead to 
fiiistration if not hostility between staff and agencies. Ultimately the offender may 
be sent to secure accommodation far from home.
1.3 The Criminal Justice System
A number of studies have shown that the police and others in the CJS have difficulty 
identifying that a suspect/offender has a learning disability (Bean and Nemitz, 1994; 
Gudjonsson, Clare, Rutter and Pearse, 1993). In Court Diversion Schemes it is 
likely that people with learning disability are not identified (James, 1996). This 
non-identification leads to further vulnerability during police questioning and court 
appearances (e.g. Clare and Gudjonsson, 1995). Advice is not sought from health 
services or other agencies that may have assisted in better assessment and hence 
better disposal. Results can be very serious for those affected (e.g. imprisonment in 
the UK, the death penalty in some States of the USA).
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1.4 The reporting of crimes committed by people with learning disabilities
1.4.1 Carers
One facet of this arbitrary response to offending stands out in the literature - many 
offending type incidents are not reported to the police by carers (Lyall, Holland and 
Collins, 1995; McNulty, Kissi-Deborah and Newsom-Davies, 1995). The study by 
Lyall et al (1995) investigated whether staff would report offending behaviour, and 
the existence or absence of operational policies, in 30 different establishments for 
adults with learning disabilities. Using a questionnaire to managers of residential 
homes and day centres, they asked how likely these staff would be to report to the 
police each of six types of offence agamst another client, a member of staff or a 
member of the public. They found that staff had a high tolerance for behaviours that 
might otherwise be reported as offences. Senior staff would rarely report minor 
assault or criminal damage. Staff in only 7 of the 30 establishments would always 
report sexual assault or indecent exposure. As regards rape, in three of the 
establishments, staff would hesitate to report it. In short, they found high tolerance 
for offending, reluctance to intervene and an overprotective attitude towards the 
perpetrator.
Whilst this may be viewed as a sympathetic stance towards those who are already 
vulnerable, it can be counter-productive in that the perpetrator receives no help to 
control future offending and there is a danger that potential victims are left 
unprotected. McNally (1996) argues for not shielding people with learning 
disability from the CJS but improving that system, e.g. through better identification 
of the vulnerable suspect and robust diversion schemes. Carson (1989) discussed 
why non-disclosure can be counter-productive for the alleged offender -  non-legal 
restrictions of lifestyle may be imposed by staff, guilt may be assumed without trial, 
and there is no public scrutiny or accountability. Nevertheless, there is no duty on 
care staff to report possible criminal offences (McNally, 1996). It is therefore of 
importance to understand why some staff are so reluctant to respond to crime by 
people with learning disabilities.
Research Dossier 114
There has been speculation in the Hterature as to why there may be such reluctance, 
although this has not been tested empirically. Lyall et al (1995) suggested staff may 
fear unfair or harsh treatment of the person with learning disability by the CJS, or 
that the person might be detained under the Mental Health Act (1982), or that 
involving the CJS would be seen as personal failure. They went on to suggest that 
these views (which were expressed by some of the staff interviewed) lead to 
stereotyping of different agencies/services by one another and a lack of 
understanding between organisations. They further found that in those 
estabhshments that had experienced significant offending amongst residents, there 
was a greater vdllingness to involve the pohce. Operational policies, referral 
structures and liaison systems were lacking however. Thus intervention was often 
erratic and inconsistent.
Clare and Murphy (1998) suggest, fi*om the literature, some other possible reasons 
for this reluctance to report. There may be a misguided belief, shared by the CJS, 
that the person is already taken care of; or there may be assumptions by care workers 
that allegations by victims and other witnesses will not be taken seriously by the 
police. They point out that this is despite initiatives by the Department of Health 
and the Home Office during the 1990’s (Department of Health, 1993, 1996; 
Department of Health and Home Office, 1992; Home Office, 1990; Home Office 
and Department of Health, 1995) to encourage the prosecution of alleged offenders 
where there is sufficient evidence and it is in the public interest. Clare and Murphy 
(1998) point out that none of the guidance fi*om the Government suggests that 
aUeged offending should not be reported to and investigated by the pohce.
McNulty et al (1995) give some direct evidence on staff motivation for calling the 
pohce. In a retrospective survey of 180 chents hving in 60 supported houses, they 
found carers’ main expectation of calling the pohce was that the pohce would assist 
with restraint and the protection of others and this expectation was largely ftilfilled 
in practice. Legal action against the chent was lowest on their list of priorities.
Lyall et al’s study was limited to asking managerial staff how likely they would be 
to report certain offences by people with learning disabihties. They did not go on to
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study why staff would or would not report crime or whether the views of the 
managers mirrored those of the care staff as a whole. There was also no exploration 
of whether staff would have felt differently had the perpetrators not been people 
with learning disabilities.
1.4.2 Police officers
Research exploring pohce officers’ views of people with learning disabihty is 
limited and largely confined to their attitudes and beliefs concerning victims rather 
than perpetrators (e.g. Bailey, Barr and Bunting, 2001; Sharp, 2001). Two studies 
were found (neither from the UK) that had a degree of focus on perpetrators with 
learning disabihties.
Keilty and Connelly (2001) conducted a qualitative study in New South Wales of 
barriers facing women with learning disabihties making a statement about sexual 
assault to the pohce. Their sample included 13 pohce officers. Part of the study 
examined the pohce view when the perpetrator (as weh as the victim) had a 
disabihty. In these cases, the pohce felt little legal redress was possible and that if it 
reached a trial, the jury might be sympathetic or incredulous that a person with a 
learning disabihty could have done such a thing. The pohce felt it less serious if the 
accused had a disabihty than if they did not and that such an offender could not be 
held accountable but should be dealt with in-house by their carers.
McAfee, Cockram and Wolfe (2001) reported a cross-cultural experimental study of 
pohce officers’ reactions to crimes involving people with learning disabihties (as 
victims and perpetrators). Officers judged perpetrators with learning disabihty less 
believable, their crimes more serious and felt they were more dangerous (than 
perpetrators without learning disabilities). Yet they proposed less severe actions 
against the learning disabled perpetrator. Whilst their sympathy was magnified if 
the victim had learning disabihties, their disdain and doubt were magnified for the 
learning disabled perpetrator.
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A Study underway (Chin, National Research Register) is examining the perceptions 
and attitudes of police officers in two London boroughs concerning people with 
learning disabilities as offenders, victims and witnesses.
1.5 Causal Attributions
Attribution theory (Heider, 1958) provides a method of understanding human 
behaviour. Attributions express the relationship between a cause and an outcome 
(e.g. T won’t report this crime because the pohce will do nothing’). Attributions are 
usually classified along a number of dimensions in order to predict how beliefs 
about causality influence behaviour. The most common dimensions are internal- 
external to the person, stable-unstable (also termed permanent-temporary), global- 
specific, and controllable-uncontroUable by the person. McAuley, Duncan and 
Russell (1992) sub-divided the control dimension into controhable by the person and 
controllable by other people.
Weiner (1980, p 186) proposed ‘a temporal sequence of attribution -  affect -  action 
in which attributions guide our feelings, but emotional reactions provide the motor 
and direction for behaviour’. This was in the context of giving help to others. He 
demonstrated that if people judge a person to be responsible for their situation (e.g. a 
drunk person felling down) they feel disgust or distaste and judge that they would 
not help them; whereas if they judge the person not responsible (e.g. a blind person 
falling down) they feel sympathy and judge that they would help them.
Causal attributions made by third parties to explain the behaviour of another have 
been explored with regard to a variety of offending situations -  sentencing by judges 
(Coates, 1998); sentencing recommendations by probation officers and court 
officials (Bridges and Steen, 1998); judgements about arrest by the police (Wortley, 
1997); optimism and helping behaviour of staff working with Mentally Disordered 
Offenders (Sharrock, Day, Qazi and Brewin, 1990). No studies were found that 
explored causal attributions made by any third party regarding offending by people 
with learning disabilities.
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Sharrock et al’s (1990) study is close to the current topic of interest (people with 
learning disabilities who offend) in that they assessed the causal attributions made 
by staff in a Medium Secure Unit concerning the negative behaviours of a ‘target 
patient’ who was described as having a personality disorder and borderline 
intelligence. They critiqued research on Weiner’s helping model as being largely 
conducted on students rating artificial situations. In their own study they failed to 
demonstrate a link between emotions and a vdllingness to help the patient. They 
did find (in line with Weiner’s model) that sympathy was negatively correlated with 
controllability (i.e. if the patient is thought unable to control their behaviour, staff 
feel more sympathetic towards them), but this was not related to helping. They 
speculated that professional helping may be different from that tested amongst 
students rating short-term situations (e.g. the drunk man in the street), in that care 
staff have to provide planned, long-term care and may have learned not to be 
influenced by their emotional reactions. It may also be the case that those who 
choose caring roles are more caring than other people are in the first place.
A closely allied area to offending in learning disability is challenging behaviour; see 
for example the Mansell Report (Department of Health, 1993). Levels of 
challenging behaviour are difficult to establish but Harris (1993), for example, found 
amongst a sample of 1,362 people with learning disabilities, 18% showing 
aggressive behaviour. Much challenging behaviour, such as aggression, is 
effectively dealt with within services but it can shade into offending. The literature 
on attributions and challenging behaviour is therefore relevant to an understanding 
of offending in this population.
Extensive work by Hastings and colleagues (see Hastings, 1997) has explored staff 
beliefs about challenging behaviour in people with learning disabilities. He found 
that staff mis-attributed causes of challenging behaviour. Some of their beliefs 
about short-term interventions were even likely to develop and/or maintain the 
undesirable behaviours. He has suggested that causal attributions may interact with 
other variables to determine staff responses to challenging behaviour.
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In a similar vein, Cottle, Kuipers, Murphy and Oakes (1995) looked at causal 
attributions made by nursing staff who had been victims of violence from patients 
(people with learning disabilities as well as with mental illness). They found that 
staff made attributions which were internal to the client, external to themselves, 
personal to the client, uncontrollable by themselves and neither controllable nor 
uncontrollable by the client. They suggested these types of attributions may help 
staff cope (as they avoid self-blame) but may have negative effects on staff-client 
relationships.
Dagnan, Trower and Smith (1998) explored the application of Weiner’s model of 
helping behaviour to care staff responses to challenging behaviour by people with 
learning disabilities in a replication of Sharrock et al (1990). They contrasted care 
staff who did and did not work with people with challenging behaviour, finding the 
former more positive towards and more likely to help the client than the latter. In 
terms of attributions they found significant correlations between controllability (the 
belief that the person can control their behaviour), negative emotion (angry, 
disgusted), a lower level of optimism and less willingness to offer extra help. 
Negative emotions were best predicted by attributions of controllability as to the 
cause of the behaviour. Their findings lent some support to Weiner’s cognitive- 
emotional model of helping behaviour.
Similarly, Stanley and Standen (2000) applied Weiner’s attributional model of 
helping to the care of chents with challenging behaviour. They found evidence that 
the more independent and outer-directed the challenging behaviour, the greater the 
carers’ attributions of control and negative affect and the less the propensity to help. 
The more self-directed and dependent the client’s challenging behaviour, the greater 
the carers’ attribution of stability, positive affect and propensity to help. It seems 
reasonable to construe offending as outer-directed behaviour in this context.
In summary, the attributional research in the field of learning disability reviewed 
here suggests that when a carer attributes the cause of a challenging (often 
aggressive) behaviour to being within the person’s control they are likely to 
experience negative emotion towards that person. In turn that reduces their
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willingness to help them. Dagnan et al’s (1998) study suggests that familiarity with 
the client group engenders sympathy. These studies had set out to test Weiner’s 
cognitive-behavioural model of helping behaviour, which is not the focus of the 
present study. The dimension of controllability is clearly important to this line of 
enquiry but it has been criticised by McAuley et al (1992) as failing to discriminate 
between control by self and control by others. In the studies reviewed here, only 
Cottle et al (1995) made this distinction.
No studies were found that addressed the causal attributions made by professional 
staff for offending by people with learning disabilities.
1.6 Research questions
There is clearly a wide range of staff who impact on decision making when it comes 
to people with learning disabilities who may have offended. At the front line are 
care staff in residential homes and police officers. Whilst others such as social 
workers and a variety of health professionals subsequently become involved, it is the 
care staff who have to decide in the first instance whether to call the police or not 
and the police who then have to decide what to do (e.g. investigate fiirther, arrest, 
take no further action). Given the importance of inter-agency co-operation and 
understanding in this area, it is of interest to know more of the views and beliefs of 
some of these staff and in what ways they are in accord or differ. Such information 
could inform inter-agency protocols and training.
A first point of interest is whether the finding of Lyall et al (1995) that care staff are 
reluctant to report crimes by their clients can be replicated. If so, are any of the 
speculative reasons given for such reluctance borne out empirically? Can causal 
attributions and affect shed fight on carer’s attitudes to crime by people with 
learning disabilities?
It has been suggested in the literature that care staff may hold certain views of the 
police’s likely reaction to the reporting of crime by a person with learning 
disabilities. It is not known to what extent these speculations about care staff views
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are accurate reflections of what the police believe they might do when receiving a 
report of an offence. It is therefore of interest to compare care staff and pohce 
views of reporting crime, their causal attributions and affect.
A further line of enquiry not so far explored is whether care staff or police feel 
differently depending on whether the perpetrator has a learning disability or not. If 
carers or police feel that having a learning disability makes behaviour (including 
criminal behaviour) less controllable by the client, then we would predict they would 
feel more sympathetic to the person with learning disability than to the person 
without.
Exploring these questions would be of theoretical interest in that it might extend 
work on aspects of Weiner’s model to two further professional groups (carers of 
people with learning disabilities and police officers). It would be of practical 
interest in that it is clear that if carers do not report crime there is risk to both 
perpetrator and potential victims. Understanding reluctance to report (if 
demonstrated) and causal attributions would therefore be of assistance in planning 
strategies to increase the safety and well-being of both perpetrators and victims.
1.7 The study
The present study partially replicates the Lyall et al (1995) study with regard to the 
reporting by staff of crime by people with learning disabilities and extends it by:
• Testing some of the speculative reasons given in the literature as to why care 
staff may be reluctant to report.
• Assessing the causal attributions made by care staff concerning the causes of 
crimes by people with learning disabilities together with their reported affect 
(feeling sympathy or pity as opposed to anger or disgust) towards the 
perpetrator.
• Comparing the differences between care staff and police on these variables.
• Examining whether reporting intentions and causal attributions are different if 
the same crimes are committed by people without learning disabilities.
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• Exploring how accurately police officers and care staff perceive each others’ 
attribution of causes and affect.
1.8 Hypotheses
1.8.1 Reporting of crimes
It is expected that carers will be less likely to feel an incident should be reported to 
the police if it is committed by a person with a learning disability (LD) than by a 
person without (Non-LD). Police officers are expected to be equally likely to feel 
the police should be called whether the person has a learning disability or not. It is 
expected that carers will be less likely than police officers to believe the pohce 
should be called to an incident involving a person with LD. However, carers and 
pohce officers are expected to be equally likely to beheve the pohce should be 
caUed for crimes by Non-LD perpetrators. The same pattern of findings is expected 
regardless of severity of crime.
Specific hypotheses
l.a: Carers will be less likely to feel the pohce should be called for the LD 
perpetrator compared to the Non-LD perpetrator. Pohce will not discriminate 
between LD and Non-LD perpetrators in this regard.
l.b: Carers will be less likely than pohce to feel crimes committed by LD 
perpetrators should be reported but there will be no difference between carers and 
pohce in reporting of Non-LD perpetrators.
1.8.2 Explanations for differences in reporting of crimes
It is expected that there will be systematic differences between the carers and the 
pohce in their explanations for differential reporting of LD versus Non-LD 
perpetrators. Four possible explanations will be examined -  whether or not carers 
beheve people with LD need help, in contrast to Non-LD people; whether or not
Research Dossier 122
carers believe the police will use the CJS in response to the crime being reported 
(i.e. take the allegation seriously or not); whether or not carers believe that the 
outcome of reporting for the perpetrator may be harsh; whether or not carers fear 
they may be criticised as a result of reporting an incident.
Specific hypotheses
2a: Carers will express the view that the LD perpetrators, more so than the Non-LD 
perpetrators, are in need of help/understanding. The police groups will not make 
this distinction.
2b: For LD perpetrators, carers will be more likely than the police to express the 
view that the perpetrators are in need of help/understanding or are vulnerable in 
some way; whereas for Non-LD perpetrators carers and police will not differ in their 
views.
3a: Carers will not expect the police to use the CJS for the LD perpetrators whereas 
they will for the Non-LD. The police groups will not discriminate on the basis of 
perpetrator status.
3b: For LD perpetrators, carers will be less likely than the police to think that the 
police will pursue the incident through the CJS, whereas for Non-LD perpetrators 
carers and pohce wül not differ in their views.
4a: Carers wiU not discriminate between LD and Non-LD perpetrators in their views 
of whether the perpetrator will receive an unpleasant or harsh outcome as a result of 
the incident being reported to the police. The same will hold true of the police 
groups.
4b: For the LD perpetrators, carers will be less likely than the police to express the 
view that something unpleasant will happen to the perpetrators; whereas for the 
Non-LD perpetrator carers and police will not differ in their views.
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5: Carers will feel that the carers of the LD perpetrators are likely to be criticised for 
reporting an incident and they will be more likely than the pohce to express this 
view.
1.8.3 Attributions
Specific hypotheses
6a: Carers’ attributions will indicate that they beheve perpetrators with LD 
(compared to Non-LD perpetrators) have less self control, more external causality, 
less ‘inside’ locus of control, less stable causality, and carers will have more 
sympathy for the LD than the Non-LD perpetrator (interaction effect).
6b: Carers’ attributions will indicate that they beheve perpetrators with LD 
(compared to Non-LD perpetrators) have less self control, more external causality, 
less ‘inside’ locus of control, less stable causality, and more sympathy than will the 
attributions of the pohce, for the LD perpetrators. Pohce and carers’ attributions 
will not differ for the Non-LD perpetrators (interaction effect).
7: Carers and pohce will both hold inaccurate perceptions of the other group’s 
pattern of attributions and affect. Carers will imagine that pohce officers have 
‘harsher’ perceptions of perpetrators than the pohce actually do (‘harsher’ = more 
self control, less external causality, more ‘inside’ locus of control, more stability and 
less sympathy). Pohce will think carers will have ‘softer’ views towards 
perpetrators than carers actually do (‘softer’ = less self control, more external 
causality, less ‘inside’ locus of control, less stability and more sympathy).
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CHAPTER 2 METHOD
2.1 Design
In a 2 X 2 between groups design, beliefs held by care staff in residential homes for 
people with learning disabilities and pohce officers were compared in relation to 
perpetrators with and without learning disabihties. In addition, a between groups 
design was used to explore the accuracy of participants’ perceptions of the other 
group’s beliefs.
2.2 Sample
The sample comprised 80 care staff working with adults with learning disabihties in 
residential settings in one City and 65 pohce officers in the same area. Half the care 
staff and half the pohce rated crimes committed by people with learning disabilities, 
the other half of each group rated crimes by people without learning disabihties. 
This chapter describes the samples, instrumentation, procedures and data analysis. 
The appropriateness of the sample size is discussed in Section 2.8.2.
2.3 Selection of care staff
The City in which the study was conducted (City X) had 75 Registered Residential 
Care Homes with registration for people with learning disabihties aged 16 years plus 
in October 1999. There were four types of registration that included people with 
learning disabihties: ‘Mental Handicap (learning disability)’ or LD; ‘Mental 
Handicap (learning disabihty) and Mental Disorder’ or LD/MD; ‘Mental Handicap 
(learning disabihty) and Physical Disablement’ or LD/PD; homes for LD or LD/PD 
including those over 65 years. These homes comprised 415 beds with a range of 
size from 1 - 2 8  beds. This pattern of provision is similar to that for the rest of 
England based on data from Emerson and Hatton (2000), as shown in Figure 1. Of 
the 75 homes, 50 (66%) were run by private individuals and 25 (33%) by the 
voluntary sector.
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The desire for the study was to select care staff representative of the homes in City 
X and to seek out any homes specialising in people with ofifending-type behaviour 
(likely to be those with dual registration for learning disability and mental disorder). 
A convenience sample was arrived at as described below.
Figure 1: Types of homes City X 1999 and England 1997 (England data taken from Emerson 
and Hatton, 2000): percentages.
Local Authority 1-3 beds Residential homes Nursing homes
n  England
Following ethical committee approval for the study, residential home owners or 
managers were approached by letter (Appendix 1), working from the list of 
registered homes maintained by the Local Authority. The letter outlined the 
proposed study and was followed up by a telephone call asking for permission to 
interview care staff. Selection from the list was based on seeking a mix of private 
and voluntary ownership and a mix of size. Only one provider (private) refused to 
grant permission on the grounds that filling in the questionnaire might make staff 
stray from the policy set by the provider for calling the police. Appointments were 
made and interviews conducted with groups of staff at the homes until a total of 80 
care staff had completed questionnaires. This took place between May and July 
2000. The care staff came from 16 different residential homes (21% of the total 
homes in the City) as shown in Tables 1 - 3  below.
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Table 1: Ownership of residential homes in the sample compared to homes in City X: frequency
Type of agency________________Sample_______________ City X totals
Voluntary sector_______________7 (44)________________25 (33)
Private sector_________________ 9 (56)________________50 (67)
Totals___________________  16 (100)_____________ 75 (100)
Table 2: Types of registration of the homes in the sample compared to homes in City X: 
frequency (%).
Type of registration^___________ Sample_______________ City X totals____________
LD or LD/PD registration_______12 (75)______________  69 (92)________________
LD/MD registration____________4 (25)_______________ 6 (8)__________________
Totals ,____________________ 16 (100)_____________ 75 (100)_______________
“ LD = Learning Disability. PD = Physical Disability. MD = Mental Disorder 
Table 3: Size of homes in the sample compared to homes in City X: frequency (%).
Size of homes Sample City X totals
Small homes (1-3 beds) 10 (63) 48 (64)
Medium homes (6-9 beds) 5(31) 17 (23)
Large homes (10 + beds) 1(6) 10(13)
Totals 16 (100) 75 (100)
It can be seen from Tables 1-3 that the homes from which the care staff sample was 
drawn were fairly representative of the homes in City X with a shght bias within the 
sample towards the voluntary sector and (dehberately) towards those homes with 
dual registration of Learning Disabihty/Mental Disorder.
Care staff were not required to have formal qualifications at the time of the study - 
in contrast to police officers.
2.4 Selection of Police Officers
In consultation with the local Constabulary, Police Constables operating as 
Response Officers or Ward Officers were selected as the target group. These are the 
officers who respond to calls from the public following an incident. Response 
Officers are those who go to incidents requiring an immediate police presence. Ward 
Officers deal with incidents which can be dealt with at a more routine pace. The 
training of each group is identical. In the City, at the time of the study, there were
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334 uniformed Police Constables (this includes Ward and Response Officers and 
others such as dog handlers, traffic police and child protection officers). Of this 334, 
there were 100 Response Officers and approximately the same number of Ward 
Officers. One quarter of the uniformed officers were female (84/334) and this ratio 
held good for Response and Ward Officers.
Training to become a Constable consists of three months classroom based tuition, 
followed by ten weeks on placement with a Tutor Constable, three fiirther days class 
based and finally two years probation before being confirmed as a Police Constable. 
Entry requirements for this training are a) passing a recruitment test or having GCSE 
Maths and English and two other GCSE’s; and b) passing an interview.
Police officers were recruited by approaching the local Police Force via their 
headquarters to seek permission. Arrangements were made by the police for the 
researcher to access groups of officers attending training sessions at a local pohce 
station. Once the Police Force had given permission for the study, individual 
officers were required to co-operate. However, the researcher re-iterated to each 
group that questionnaire completion was voluntary. There was 100% co-operation. 
Even with these arrangements, it was difficult to access the officers. Training days 
were frequently cancelled at the last moment for more urgent operational reasons. 
Due to this, data collection was spread over June -  December 2000 by which point 
65 officers had completed questionnaires.
Of the 65 officers completing questionnaires, 55 (85%) were men and 10 (15%) 
women which is fewer women than would be representative of the gender mix in the 
local force, probably as a result of chance. In terms of police role, 56 (86%) were 
Response Officers, four (6%) Ward Officers and five (8%) had other roles. Thus 
the majority of the sample (92%) were those types of officers who would respond to 
a call from a residential home either immediately or a few days later.
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2.5 Materials
Three crimes were selected (assault, rape, minor theft), to be presented as written 
vignettes. Lyall et al (1995) used six crimes (minor assault, major assault, sexual 
assault, rape, theft, and criminal damage). The number was reduced in this study to 
lessen participant burden. In order to compare responses to crimes committed by 
people with and without learning disabilities, a vignette was written by the 
researcher, drawing on clinical experience, for each crime in two ways - in one the 
perpetrator was a person with learning disabilities, in the other one without. There 
were thus two sets of vignettes (LD perpetrator of assault, rape, theft and Non-LD 
perpetrator of assault, rape, theft). Victims and circumstances in the two sets were 
kept as identical as possible. All vignettes are given in Appendix 2. The assault 
example is given here.
Example of LD perpetrator vignette:
Jenny is a 25 year old woman who has a learning disability. She lives in a 
residential home for people with learning disabilities and attends a local day 
centre. Although she has limited comprehension, she has been taught to use 
buses on familiar routes. One morning she is on her way to the day centre. 
Arriving at the bus stop she finds she has missed her bus. She starts to mutter 
loudly, then to shout and swear, directing this at a pensioner at the bus stop. 
She becomes more agitated and pushes and lacks the pensioner, who is trying to 
calm her. The pensioner falls, and receives grazing and bruising to the leg.
Example of Non-LD perpetrator vignette:
Jenny is a 25 year old woman who works at the check-out in a local 
supermarket. One morning she is on her way to work. Arriving at the bus stop 
she finds she has missed her bus. She starts to mutter loudly, then to shout and 
swear, directing this at a pensioner at the bus stop. She becomes more agitated 
and pushes and kicks the pensioner, who is trying to calm her. The pensioner 
falls, and receives grazing and bruising to the leg.
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2.6 Measures
2.6.1 Questionnaire
A questionnaire was devised (Appendix 3) with parallel versions to cover the LD 
and Non-LD perpetrator vignettes. The only difference between the police and carer 
questionnaires was that the police were not asked about the qualifications required 
for their job, as this was uniform. The questionnaire comprised the following 
sections.
Characteristics of participants
Job title, whether a qualification was needed for their current job, the length of time 
they had been in this type of work, gender, age group, highest level of education 
achieved, work experience with people with learning disabilities, personal 
experience of people with learning disabilities, work experience with offenders and 
whether this included work with learning disabled offenders, whether they had been 
a victim of crime, whether their employer had any workplace guidance about 
offending in people with learning disability and how familiar they were with any 
such guidance.
Reporting questions
The assault vignette was presented and participants were asked to respond to it as 
follows:
• Do you think this incident should be reported to the police? Response options 
-  ‘yes’, ‘not sure’, ‘no’.
• Please give your reasons for your answer. Open-ended responses.
• What do you think the police would do i f  this were reported to them? Open- 
ended responses.
• What, i f  anything, might happen to the care staff in the home if  it is reported to
the police? Open-ended responses. This question was omitted for those rating
the Non-LD perpetrator vignettes, as it did not apply.
• What do you think will happen to (name o f perpetrator) i f  this incident is
reported to the police? Open-ended responses.
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Attributions and affect
Participants then wrote down what they considered to be the main cause of the 
assault and rated their attributions for this cause on the attribution/affect measure 
(see section 2.7.2). The purpose of asking for a cause was to focus participants on 
making the causal attributions.
Attributions of the other group
The assault vignette was re-presented together with a fiirther copy of the 
attribution/affect scale for participants to rate whilst imagining they were a member 
of the other group (i.e. if they were police officers, they were asked to imagine how 
care staff would make the ratings and vice versa).
The rape vignette was then presented in exactly the same way, followed by the theft 
vignette. The order of presentation of crimes was the same for all participants.
2.6.2 Attributions and affect
Attributions were measured using a shortened version of the Revised Causal 
Dimension Scale (CDS-II) by McAuley et al (1992). The CDS-II is based on the 
Causal Dimension Scale (CDS) of Russell (1982) which was devised to measure 
how individuals perceive causes, with respondents coding causal attributions along a 
series of 9 point semantic differential scales. Russell, McAuley and Tarico (1987) 
presented evidence that the CDS was superior to other commonly used methods of 
assessing causal dimensions. The McAuley et al (1992) revision of the CDS 
tackled the problem of low internal consistency found in the control dimension and 
its tendency to correlate highly with the locus of causality dimension. The CDS 
confounded ‘control by the person’ with ‘control by other people’. This can confiise 
respondents who may feel it is one and not the other but have no option to code as 
such. The revised version has the advantage of examining differences between 
personal and external control that earlier attribution rating scales did not include. 
McAuley et al (1992) present a rationale for the revision and details of its 
psychometric properties.
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The CDS-II has 12 statements relating to four dimensions (three statements per 
dimension). The dimensions are Locus of Causality (internal/external). Stability, 
Personal Control, External Control. The CDS-11 is reproduced in Appendix 4.
A small pilot study was conducted in October 1999 to test the proposed attribution 
measure (and draft questionnaires). Ten participants -  all health care staff in a 
learning disability service -  completed questionnaires in groups with the researcher. 
Six staff completed the questionnaire relating to LD perpetrators and four the one 
relating to Non-LD perpetrators. These staff were a balance of qualified and 
unqualified nursing staff working across day and residential settings. It was found 
that the full version of the CDS-II led to participant overload. The study required 
each participant to rate attributions six times (once for each of three crimes as 
themselves and again for each crime imagining how a member of the other 
professional group might feel). This took each participant one hour to complete.
In order to shorten the CDS-II advice was taken fi'om the first author (McAuley) 
who advised taking one statement for each dimension rather than three. In order to 
select which statements to include, the factor loadings reported by McAuley et al 
(1992) were examined for each statement and those with the largest loadings 
selected. This reduced the scale from 12 items to four.
Table 4: Shortened and modified version of CDS-II
Thinking about the stoiy you 
have just read, what do you 
think the MAIN cause of 
(Jenny’s) behaviour is?
• Please give the main cause as you see it:
Thinking about (Jenny) and the cause you wrote down, circle one number for each of the following 
questions. IS THE CAUSE OF THE INCIDENT SOMETHING:
Jenny can control 9 8 7 6 5 4 3 2 1 Jenny cannot control
Otlier people can 
control
9 8 7 6 5 4 3 2 1 Other people cannot 
control
Inside Jenny 9 8 7 6 5 4 3 2 1 Outside Jenny
Permanent 9 8 7 6 5 4 3 2 1 Temporary
I feel angiy with or 
disgust for Jenny
9 8 7 6 5 4 3 2 1 T feel sympathy or 
pity^  for Jeimy
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Two other minor modifications were made to the scale. The CDS-II uses the word 
‘regulate’ in two of the statements. As participants in the pilot study found this a 
difficult word to understand, it was changed to ‘control’. Further, the CDS-II is 
written to apply to the participant (e.g. ‘You can regulate’ vs ‘You cannot regulate’). 
As this study asked participants to consider the causes of another person’s 
behaviour, the wording was changed to reflect this (e.g. ‘Jenny can control’). A 
semantic differential scale relating to affect was added, based on the literature. The 
shortened and modified scale used in the study is shown in Table 4.
2.7 Procedure
Participants completed the questionnaire in groups at their place of work with the 
researcher present. Participants were given an Information Sheet and Consent Form 
prior to completion (Appendices 5 and 6). On each occasion of giving out 
questionnaires, half those present completed the LD vignettes version and half the 
Non-LD version, thus ensuring a balance (amongst the carers) between the 
residential homes participating. When the questionnaire was introduced to 
participants, it was explained that half the group would receive stories about people 
with learning disabilities and half would receive stories about other people.
A brief outline of learning disabihty was given for the police and any questions 
answered. Pohce officers’ questions sometimes revealed limited knowledge of the 
client group, e.g. ‘Is it dyslexia?’ ‘Is it mental illness?’ ‘Is it to do with people 
being put in the community?’ “Does learning disability mean slow?’ Opportunity 
for comments and discussion was provided fohowing questionnaire completion.
2.8 Data analysis
2.8.1 Analysis of open-ended questions
Responses to the open-ended questions were transcribed and examined for themes as 
a basis for subsequent coding. Possible themes were generated separately by 
another Clinical Psychologist. It proved possible to condense responses into two
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broad categories for each question together with a category labeled ambiguous. 
These are shown below with the codes subsequently used for statistical analysis.
Reasons why the incident should/should not be reported to the police 
Because it’s wrong (1): against the law, a crime, an offence, it’s assault/rape/theft; 
the perpetrator is in the wrong, must take the blame/consequences/responsibility; the 
behaviour is wrong, unacceptable, serious, abusive, unreasonable; for the sake 
ofrentitlement of the victim or the public it should be reported.
Ambiguous answers (2): reasons based on ‘it all depends’; ambiguous between 
codes 1 and 3; vague responses.
The person needs help/understanding (3): perpetrator was confiised, vulnerable or 
needs help, doesn’t understand, has learning disabilities or mental illness or a health 
problem; perpetrator needs help to learn it is wrong; the victim will understand if 
this vulnerability is explained.
What do you think the police will do (if this incident is reported to them)? 
Pursue the incident through the Criminal Justice System (1): any CJS action 
from caution upwards -  charge, arrest, prosecute, appear in court, be convicted, 
sentenced, fined, sent to prison; interview or investigate with no suggestion of 
helping the perpetrator; response saying police would arrest if victim wished it. 
Ambiguous answers (2): responses based on ‘it ah depends’; ambiguous between 
codes 1 and 3; vague responses.
Any non CJS response by the police (3): pass the matter to the home or to 
someone else; talk to the carers; ‘not a lot’ or some minor action such as talk to 
perpetrator, teU them off, give a warning; take perpetrator home (with no further 
explanation); investigate but with strong suggestion of providing help.
What, if anything do you think will happen to the staff? This question was 
excluded for those completing the Non-LD vignettes, as it was not applicable.
They will be investigated/criticised in some way (1): any suggestion of looking 
into staffs actions or routines; frill enquiry or report called for; staff found negligent 
or warned, lose hours or be disciplined, sacked or suspended; staff being held to 
account for the incident.
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Ambiguous answers (2): responses based on ‘it all depends’; ambiguous between 
codes 1 and 3; vague responses.
Nothing serious (3): a focus on help; staff will have to re-assess the perpetrator, find 
out why they did it; staff will receive advice, guidelines, programmes; more staff 
will be provided; it is the home’s responsibility to provide support and guidelines; 
nothing or very little will happen; they’ll be asked to help the police.
What do you think will happen to the perpetrator?
Something unpleasant (1): any CJS consequence from caution upwards (charge, 
arrest, prosecute, appear in court, be convicted, sentenced, fined, imprisoned); any 
non CJS sanction (sectioning, restriction in freedom, not being allowed out alone, 
privileges removed, lose job, have to move home).
Ambiguous answers (2): responses based on ‘it all depends’; ambiguous between 
codes 1 and 3; vague responses.
Nothing serious (3): focus on help; perpetrator will be re-assessed, given advice, 
programmes, risk assessment; nothing much will happen; minor consequence such 
as being talked to, told off, given a warning.
An Assistant Psychologist and the researcher independently rated all responses to all 
questions (145 x 4) against these codes. Reliabihty was checked by using Cohen’s 
Kappa and by percentage agreement [(agreements/agreements + disagreements) x 
100]. The results are shown in Tables 5 and 6.
Table 5: Kappa coefficients on coding of open-ended questions between two independent raters
Crime Question Carers Police
Assault Why report the incident? .767
What will the police do? .779 .470
What may happen to the staff? .837
What happen perpetrator? .700 .767
Rape Why report the incident? .463 .488
What will the police do? .965 .413
What may happen to the staff? .874 .926
What happen perpetrator? .740 .788
Theft Why report the incident? .733 .642
What will the police do? .778 .696
What may happen to the staff? .858
What happen perpetrator? .955 .716
® SPSS would not permit the calculation of a Kappa co-efficient for some cases due to the absence of 
one rating category by one rater.
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Table 6: Percentage agreement on coding of open-ended questions between two independent 
raters
Crime Question Per­ Carers Police
petrator Agree % Agree %
Assault Why report the incident? LD 33/40 83 30/32 94
Non LD 39/40 98 33/33 100
What will the police do? LD 33/40 83 19/32 59
Non LD 37/40 93 27/33 82
What may happen to the LD 31/38 82 25/29 86
staff? Non LD n/a n/a
What happen perpetrator? LD 34/40 85 31/32 97
Non LD 32/40 80 25/33 76
Rape Why report the incident? LD 33/39 85 31/32 97
Non LD 39/40 98 31/32 97
What will the police do? LD 39/40 98 28/32 88
Non LD 40/40 100 31/32 97
What may happen to the LD 30/36 83 27/31 87
staff? Non LD n/a n/a
What happen perpetrator? LD 35/40 88 31/32 97
Non LD 36/40 90 33/33 100
Theft Why report the incident? LD 31/40 78 25/32 78
Non LD 33/40 83 31/33 94
What will the police do? LD 36/40 90 28/32 88
Non LD 34/39 87 25/33 76
What may happen to the LD 29/35 83 28/30 93
staff? Non LD n/a n/a
What happen perpetrator? LD 40/40 100 26/32 81
Non LD 38/40 95 28/33 85
As is to be expected there are differences between the percentage agreement and 
Kappa because the latter corrects for chance and examines the degree of 
disagreement. The Kappa coefficients show moderate to high agreement (Howitt 
and Cramer, 1999). The percentage agreement is satisfactory (mean 89%, minimum 
76%) for all except one group (the police rating what the police would do on the 
learning disabled vignettes) where it only reaches 59%.
2.8.2 Statistical analysis
The data were analysed using SPSS version 10. The data were entered and checked 
and then the frequency distributions were examined for each variable to detect 
outliers. Means and standard deviations were computed where appropriate.
For hypotheses la  and lb, the data on whether participants felt the crimes should be 
reported to the police or not were treated as categorical (‘yes’, ‘not sure’, ‘no’) and
Research Dossier 136
were therefore subjected to chi-square analysis. However in the majority of the 
analyses the expected cell count was too low. The data were therefore recoded such 
that ‘no’ and ‘not sure’ responses were combined giving two by two tables. Fisher’s 
Exact Probability Test was then applied.
As it was questionable whether the data on the open-ended reporting questions were 
ordinal or categorical, analyses were made using both chi-square and Mann-Whitney 
U. A number of the chi-square tables had expected frequencies of less than five 
rendering the results unreliable. In preference to recoding these data, it was decided 
to report the Mann-Whitney analyses, although there were consistent results across 
both sets of analyses. Hypotheses 2a,b -  5 were therefore tested by Mann-Whitney. 
Data for the reporting questions are given for each vignette separately.
The data on attributions and affect are not strictly interval data but in line with 
common practice parametric statistics were used (Howitt and Cramer, 1997 p7). 
Measures of normality were inspected for the rating variables. They did not differ 
markedly from normality (Appendix 7). Correlations amongst the attribution scales 
were only modest giving justification for separate analyses for each attribution.
Data for the attributions and affect ratings were collapsed across crimes/vignettes by 
averaging across vignettes within groups and within types of perpetrator. This 
increased the reliability of the ratings and reduced the overall number of statistical 
tests to be performed, the latter reducing risk of Type 1 error. Hypotheses 6a and 6b 
were then tested by five separate 2 x 2  ANOVAs, one for each of the attribution 
scales and one for the affect scale. Separate 2 x 2  ANOVAs for each vignette are 
given in Appendix 8 and these show the results were similar across crimes.
Hypothesis 7 was tested by 8 independent t-tests comparing the carers’ attributions 
with the police officers’ perceptions of the carers’ attributions on each of the five 
scales, and the police officers’ attributions with the carers’ perceptions of the police 
officers’ attributions on each of the five scales. Significant differences would 
demonstrate differences between actual and perceived attributions.
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Owing to the large number of t-tests, the p  value was set at .01 to reduce the risk of 
Type 1 error. For all other results thep  value was set at .05.
A post hoc power calculation was made, using G Power\ to assess the probability of 
detecting significant effects, given the sample sizes. Calculations were made 
separately for the chi-squares, ANOVAs and t-tests. The power for medium and 
large effect sizes was calculated with the alpha set at 0.05. The results are shown in 
Table 7.
Table 7: Post hoc power calculations
Statistical
Test
Comparisons Sample
Size
Power to detect 
medium effect^
Power to detect 
large effect “
Chi-square Between carer groups 80 0.7653 0.9940
Chi-square Between police groups 65 0.6768 0.9808
Chi square Between carers & police LD 72 0.7209 0.9888
Chi square Between carers & police Non-LD 73 0.7268 0.9896
ANOVA Between all four groups 145 0.7012 0.9871
2-tailed t test Between carers & police 80 + 65 0.8447 0.9974
® Effect sizes
Chi Square: medium effect size 0.3, large 0.5. ANOVA: medium effect size 0.25, large 0.4. Two 
tailed t test: medium effect size 0.5, large 0.8.
It can be seen from Table 7 that the sample sizes were satisfactory to detect any 
large effects 98-99% of the time (and a medium effect on the t-tests 85% of the 
time). To detect a medium effect with a power of 0.8 on the other tests would have 
required 88 participants for the chi-square tests and 180 for the ANOVAs.
 ^G Power is a computer programme that calculates the number of subjects needed to achieve 
specified levels of power to detect specified levels of effect size.
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CHAPTER 3 RESULTS
3.1 Characteristics of the sample
The characteristics of the groups are shown in Tables 8 (police and carers), 9 (carers 
LD and Non-LD) and 10 (pohce LD and Non-LD).
Table 8: Characteristics of the carers and police officers: frequency (%)
Variable N“ Carers N" Police p value‘s
Gender Male 
Female
79 30 (38) 
49 (62)
65 55 (85) 
10(15)
000***
Experience in this type of work 
Up to one year 
1-4 years 
5 years or more
80 13 (16) 
24 (30) 
43 (54)
64 2(3)
30 (47) 
32 (50)
.678
Age group Up to 20 years 
21-29 years 
30-39 years 
40-49 years 
50-59 years 
60 years plus
80 1(1)
19 (24) 
31 (39) 
17 (21) 
10(13) 
2(3)
65 1(2)
15 (23) 
35 (54) 
12(19) 
2(3)
0
.151
Highest level of education 
None
NVQ 1/equivalent 
NVQ 2/GCSE A-C/equivalent 
NVQ 3/A level/equivalent 
NVQ 4/Nursing/equivalent 
Degree/higher degree
75 13 (17) 
4(5)
14 (19) 
26 (25) 
12 (16) 
6(8)
64 4(6)
1(2)
20 (31) 
24 (38) 
3(5)
12 (19)
.314
Qualification required for job 
Yes 
No
79 20 (25) 
59 (75)
65 65 (100) 
0
.000***
Have you been a victim of crime?
Yes
No
79 42(53)
37(47)
65 42 (65) 
23 (35)
.112
Work experience in LD 
None 80 1(1) 65 52 (80) .000***
Up to 1 year 
1-4 years 
5 years or more
12(15) 
28 (35) 
39 (49)
7(11)
2(3)
4(6)
Personal experience in LD 
None 
A little 
A good deal
79 27 (34) 
34 (43) 
18 (23)
65 38 (55) 
23 (35) 
4(6)
.001**
Have you worked with offenders
No
A little 
A good deal
76 46 (61) 
22 (29) 
8(11)
65 0
0
65(100)
.000***
Work experience of offenders with LD 
Yes 
No
80 25 (31) 
55 (69)
65 53 (82) 
12(19)
.000***
Care staff sample N = 80; Police officer sample N = 65. Missing data are due to no answer given. 
Differences between groups were evaluated for statistical significance using the Mann-Whitney U 
test for ordinal variables and the Chi-Square test for categorical variables.
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Table 9: Characteristics of carers assigned to LD versus non-LD vignettes: frequency (%)
Variable N" LD N" Non LD p value*’
Gender Male 
Female
40 16 (40) 
24 (60)
39 14 (36) 
25 (64)
.443
Experience in this type o f work 
Up to one year 
1-4 years 
5 years or more
40 4(10) 
15 (38) 
21 (53)
40 9(23)
9(23)
22 (55)
.753
Age group Up to 20 years 
21-29 years 
30-39 years 
40-49 years 
50-59 years 
60 years plus
39 0
9(23)
15 (38) 
11 (28) 
4(10) 
1(1)
40 1(1)
10 (25) 
16 (40) 
6(15) 
6(15) 
1(1)
.598
Highest level of education 
None
NVQ 1/equivalent 
NVQ 2/GCSE A-C/equivalent 
NVQ 3/A level/equivalent 
NVQ 4/Nursing/equivalent 
Degree/higher degree
36 5(14) 
2(6) 
7(19) 
14 (39) 
5(14) 
3(8)
39 8(21)
2(5)
7(18)
12(31)
7(18)
3(8)
.764
Qualification required for job 
Yes 
No
39 9(23)
30 (77)
40 11(28) 
29 (73)
.424
Have you been a victim of crime? 
Yes 
No
39 18 (46) 
21 (54)
40 24 (60) 
16 (40)
.157
Work experience in LD 
None 40 0 40 1(3) .862
Up to 1 year 
1-4 years 
5 years or more
5(13) 
16 (40) 
19 (48)
7(18) 
12 (30) 
20 (50)
Personal experience in LD 
None 
A little 
A good deal
39 13 (33) 
17 (44) 
9(23)
40 14 (35) 
17 (43) 
9(23)
.891
Have you worked with offenders 
No
A little 
A good deal
37 23 (62) 
9(24)
5(14)
39 23 (59) 
13 (33) 
3(8)
.962
Work experience of offenders with LD 
Yes 
No
40 14 (35) 
26 (65)
40 11(28) 
29 (73)
.315
Type of residential home registration 
LD no mental disorder 40 34 (85) 40 31 (78) .393
LD including mental disorder 6(15) 9(23)
 ^Care staff: LD sample N = 40; Non-LD sample N = 40. Missing data are due to no answer given.
 ^Differences between groups were evaluated for statistical significance using the Mann-Whitney U 
test for ordinal variables and the Chi-Square test for categorical variables.
As is to be expected, there are some significant differences between the carer and 
pohce officer samples. Each is more experienced in their own hne of work than the 
other. Carers are more often female and do not require a qualification to the extent
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that police officers do. There were no differences in length of time in present job 
(work experience), age, level of education or in being a victim of crime. There were 
no significant differences between the two groups of carers.
Table 10: Characteristics of police officers assigned to LD vs non LD vignettes: frequency (%)
Variable FT LD N ' Non LD p value*’
Gender Male 32 25 (78) 33 30 (91) .185
Female 7(22) 3(9)
Experience in this type of work 
Up to one year 
1-4 years 
5 years or more
32 1(3)
18 (56) 
13(41)
33 1(3)
12 (36) 
20 (61)
.126
Age group Up to 20 years 
21-29 years 
30-39 years 
40-49 years 
50-59 years 
60 years plus
32 0
9(28) 
17 (53) 
5(16) 
1(3)
0
33 1(3)
6(18)
18 (55)
7(21)
1(3)
0
.516
Highest level of education 
None
NVQ 1/equivalent 
NVQ 2/GCSE A-C/equivalent 
NVQ 3/A level/equivalent 
NVQ 4/Nursing/equivalent 
Degree/higher degree
32 1(3)
1(3)
12 (38) 
10(31) 
2(6) 
6(19)
32 3(9)
0
8(25)
14(44)
1(3)
6(19)
.795
Qualification required for job 
Yes 
No
32 32 (100) 
0
33 33 (100) 
0
n/a
Have you been a victim of crime?
Yes
No
32 18 (56) 
14 (44)
33 24 (73) 
9(27)
.129
Work experience in LD 
None
Up to 1 year 
1-4 years 
5 years or more
32 21 (66) 
5(16) 
2(6) 
4(13)
33 31 (94) 
2(6)
0
0
.003**
Personal experience in LD 
None 
A little 
A good deal
32 20 (63) 
10(31) 
2(6)
33 18 (55) 
13 (39) 
2(6)
.556
Have you worked with offenders
No 32 0 33 0 n/a
A little 0 0
A good deal 32 (100) 33 (100)
Work experience of offenders with LD 
Yes 
No
32 29 (91) 
3(9)
33 24 (73) 
9(27)
.061
Police officer role
Ward officer 32 2(6) 33 2(6) .735
Response officer 
Other police officer
27 (85) 
3(9)
29 (88) 
2(6)
a Police LD sample N = 32; Police Non-LD sample N = 33. Missing data are due to no answer given, 
b Differences between groups were evaluated for statistical significance using the Mann-Whitney U 
test for ordinal variables and the Chi-Square test for categorical variables.
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There is one significant difference between police officer groups in that those rating 
the LD vignettes had more experience of working with people with learning 
disabilities than did those rating the Non-LD vignettes -  presumably by chance.
The mean age of both groups was 30-39 years (age was asked for in ten-year bands). 
The age range for carers was < 20 years to > 60 years, for police officers < 20 years 
to 50-59 years.
3.2 Reporting questions
Many of the police officers had comments to make following questionnaire 
completion. In addition to the quantitative data reported here, a selection of these 
comments is given in Appendix 9.
Hypothesis la: Carers will be less likely to feel the police should be called for the 
LD perpetrator compared to the Non-LD perpetrator. Police will not discriminate 
between LD and Non-LD perpetrators in this regard. Results are shown in Figure 2 
(ah groups) and Tables 11 (carer groups) and 12 (police groups). For carer groups 
there were significant differences on the serious crimes of assault and rape in the 
direction that those rating crimes by LD perpetrators were less sure the incidents 
should be reported to the police than were those rating crimes by Non-LD 
perpetrators. This did not hold true for the petty theft crime, where not all crimes 
were thought reportable by carers whether or not the perpetrators had learning 
disabilities. There were no differences between police groups based on perpetrator 
status.
Hypothesis la  is therefore largely supported (with the exception of the theft crime 
for the carer groups). If the perpetrator has LD, 27 (68%) of carers felt an assault 
should be reported, 33 (83%) the rape, 19 (48%) the theft. The equivalent figures 
for the pohce were 32 (100%) felt the assault and rape should be reported, 23 (72%) 
the theft.
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Hypothesis lb: Carers will be less likely than police to feel crimes committed by LD 
perpetrators should be reported but there will be no difference between carers and 
police in reporting o f Non-LD perpetrators. Results are shown in Figure 2 (all 
groups) and Tables 13 (LD perpetrators) and 14 (Non-LD perpetrators) from which 
it can be seen that for LD perpetrators, there were significant differences between 
carers and pohce for assault {p = .000) and rape (p = .015) in the direction that the 
pohce believed such incidents should be reported more so than did the carers. The 
finding for theft failed to reach significance {p = .054). For Non-LD perpetrators 
there were no significant differences between pohce and carers for assault or rape. 
On theft there was a significant difference ip = .002) in the direction that the pohce 
were more inclined than the carers to feel the incident should be reported.
Hypothesis lb was therefore fully supported for the crimes of assault and rape in 
that the carers were found to be less likely than the pohce to report people with 
learning disabihty to the pohce, and this difference disappeared when the perpetrator 
did not have a learning disabihty. The hypothesis was not supported for the crime 
of petty theft. The data for theft were re-examined using one-sample chi-square to 
see whether either group made a distinction based on perpetrator status. Non­
significant results were found between carer groups LD vs Non-LD (%^ = .050, d f= 
1,;? = .823) and between pohce groups LD vs Non-LD (%^  = .905, df = l ,p  = .341).
Differences between homes
Differences in reporting were examined for the LD carer group between those 
working in homes with and without dual registration for mental disorder as well as 
learning disabilities. No significant differences were found between staff working in 
the two types of home (assault: .807, df = 1, Fisher’s Exact p  = .643; rape:
1.497, df = 1, Fisher’s Exact p  = .567; theft: y^ 1.040, df = 1, Fisher’s Exact p  = 
.398).
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Figure 2: Percentage of each group who would report each incident to the police
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Table 11: Differences in whether incidents should be reported to the police between carer 
groups: frequency (%)
Crime Should it be 
reported?
Carers LD Carers Non-LD p  value ®
Assault Yes 27 (67.5) 38 (95) .003 **
No/Not sure 13 (32.5) 2(5)
Rape Yes 33 (82.5) 40 (100) .012*
No/Not sure 7 (17.5) 0(0)
Theft Yes 19 (47.5) 18(45) 1.000
No/Not sure 21 (52.5) 22 (55)
® Fisher’s Exact Probability Test (2 sided)
Table 12: Differences in whether incidents should be reported to the police between police 
groups: frequency (%)
Crime Should it be 
reported?
Police LD Police Non-LD p  value ®
Assault Yes 32 (100) 33 (100) n/a*’
No/Not sure 0(0) 0(0)
Rape Yes 32 (100) 33 (100) n/a
No/Not sure 0(0) 0(0)
Theft Yes 23 (71.9) 27 (81.8) .389
No/Not sure 9(28.1) 6 (18.2)
Fisher’s Exact Probability Test (2 sided). ^ n/a: not applicable to compute.
able 13: Differences in whether incidents should be reported to the police between carers and 
olice for LD perpetrators: frequency (%)
Crime Should it be 
reported?
Carers Police p  value ^
Assault Yes 27 (67.5) 32 (100) .000***
No/Not sure 13 (32.5) 0(0)
Rape Yes 33 (82.5) 32 (100) .015
No/Not sure 7 (17.5) 0(0)
Theft Yes 19 (47.5) 23 (71.9) .054
No/Not sure 21 (52.5) 9 (28.1)
® Fisher’s Exact Probability Test (2 sided)
Table 14: Differences in whether incidents should be reported to the police between carers and 
police for Non-LD perpetrators: frequency (%)
Crime Should it be 
reported?
Carers Police p  value ^
Assault Yes 38 (95) 33 (100) .498
No/Not sure 2(5) 0(0)
Rape Yes 40 (100) 33 (100) n/a^
No/Not sure 0(0) 0(0)
Theft Yes 18 (45) 27 (81.8) .002**
No/Not sure 22 (55) 6(18.2)
Fisher’s Exact Probability Test (2 sided), n/a: not applicable to compute
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Figure 3: Percentage of each group reporting that the perpetrator needs help/is vulnerable
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Figure 4: Percentage of each group reporting that the police will take the perpetrator through 
the CJS
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Figure 5: Percentage of each group reporting something unpleasant will happen to the 
perpetrator
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Figure 6: Percentage of each LD group reporting care staff will be criticised
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3.3 Explanations for differences in reporting
Hypothesis 2a: Carers will express the view that the LD perpetrators, more so than 
the Non-LD perpetrators are in need o f help/understanding. The police groups will 
not make this distinction. Results are shown in Figure 3 and Tables 15, 16, 17. 
There were significant differences between carer groups for assault {U = 518,7? = 
.001) and rape {U= 658, p  = .038) in the direction that those rating LD perpetrators 
felt they were more in need of help/understanding than the Non-LD perpetrators. 
There were no significant differences between pohce groups for either of these 
crimes (assault U= 479,77 = .227; rape U= 528,7? ~ LOOO). These findings did not 
hold true for the theft -  carers did not differ based on perpetrator status {U = 623, p  
= .096). However police groups did differ on theft {U = 384, p  = .015) in the 
direction that those rating LD perpetrators were more inclined to think they were in 
need of help than were those rating the Non-LD perpetrators. Hypothesis 2a is 
therefore supported for the serious crimes but not fiiUy for the theft.
Hypothesis 2h: For LD perpetrators, carers will be more likely than the police to 
express the view that the perpetrators are in need o f help/understanding or are 
vulnerable in some way. Whereas for Non-LD perpetrators carers and police will 
not differ in their views. Results are shown in Figure 3 and Tables 15, 16, 18. For 
LD perpetrators, on each crime there were significant differences between the police 
and carers, regarding why the crime should be reported (assault U = 463, 7 7  = .015; 
rape f/ = 513, 7 7  = .026; theft U = 426, 7 7  = .009). The reason more often given by 
the carers was that the perpetrator needs help or is vulnerable whereas the pohce felt 
the incident was wrong or unlawful. For Non-LD perpetrators, there were no 
significant differences between pohce and carers for assault {U = 636, 7 7  = .576) or 
rape (JJ -  648,7 7  = .687). On theft there was a significant difference {U = 366, 7 7  = 
.000) in the same direction as for the LD perpetrators. Hypothesis 2 is therefore 
supported for the serious crimes of assault and rape but not for theft.
Hypothesis 3a: Carers will not expect the police to use the CJS for the LD 
perpetrators, whereas they will for the Non-LD. The police groups will not 
discriminate on the basis o f perpetrator status. Results are shown in Figure 4 and
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Tables 15, 16, 17. There were significant differences for each crime between the 
carer groups (assault C7 = 351, /? = .000; rape U = 460, p  = .000; theft t /  = 314, 7 7  = 
.000) in the direction that those carers rating crimes by LD perpetrators felt they 
were less likely to be taken through the CJS than the Non-LD perpetrators. There 
were significant differences between police groups for the crimes of assault {U =
276.7 7  = .000) and theft {U = 350,7 7  = .012) but not for rape (U = 477,7 7  = .147) in 
the same direction. Hypothesis 3a is therefore fiilly supported for the carers and 
partially for the police.
Hypothesis 3b: For LD perpetrators, carers will be less likely than the police to 
think that the police will pursue the incident through the CJS, whereas for Non-LD 
perpetrators carers and police will not differ in their views. Results are shown in 
Figure 4 and Tables 15, 16, 18. For LD perpetrators, there were significant 
differences on each vignette (assault U= 429, p  = .005; rape U= 441,7 7  = .005; theft 
U = 420, 7 7  = .004) in the direction that the carers believed the pohce would use a 
non-CJS course of action (such as asking the home to deal with it or teUing the 
offender 0 % whereas the pohce believed they would take the offender through the 
CJS. For the Non-LD perpetrators, there were no significant differences on any of 
the vignettes between pohce and carers in what they thought the pohce would do if 
the incident were reported (assault U = 602,7 7  = .425; rape U = 640,7 7  = .271; theft 
U= 622,77 = .778). Hypothesis 3b is therefore supported.
Hypothesis 4a: Carers will not discriminate between LD and Non-LD perpetrators 
in their views o f whether the perpetrator will receive an unpleasant or harsh 
outcome as a result o f the incident being reported to the police. The same will hold 
true o f the police groups. Results are shown in Figure 5 and Tables 15, 16, 17. 
There were significant differences between carer groups on each crime (assault U =
4 1 9 . 7 7  = .000; rape U= 544,7 7  = .000; theft [/ = 519,7 7  = .002) in the direction that 
those carers rating LD perpetrators felt they would receive a less harsh outcome than 
the Non-LD perpetrators. There were similar findings for the pohce in the same 
direction for assault ( t /=  324,7? ^  003) and rape (JJ= 429,7? ^  010) but not for the 
theft {U= 4 5 4 , 7 7  = .295). Hypothesis 4a is therefore not supported re carers but is 
partially supported for the pohce.
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Hypothesis 4h: For the LD perpetrators, carers will be less likely than the police to 
express the view that something unpleasant will happen to the perpetrators; whereas 
for the Non-LD perpetrator carers and police will not differ in their views. Results 
are shown in Figure 5 and Tables 15, 16, 18. For the LD perpetrators, there were no 
significant differences between carers and police on the individual crimes on what 
they thought might happen to the perpetrator as a result of the incident being 
reported to the police (assault U = 486, p  = .056; rape U= 546, 7 7  = .175; theft U = 
486,77 = .061). The results for the assault and theft, however, show a trend towards 
the carers believing the outcome would be less serious than the police believed. For 
the Non-LD perpetrators, there were no significant differences between police and 
carers on any of the crimes (assault U = 634,77 = .723; rape U = 644,77 = .364; theft 
U= 5 8 8 , 7 7  = .366). Hypothesis 4 is therefore not supported.
One speculative reason for reluctance to report given by Lyall et al (1995) was a fear 
by carers that the perpetrator might be subjected to the Mental Health Act (MHA). 
The results were examined for how often this was stated as a possible outcome of 
reporting the incidents. Of the entire sample of police officers and carers, one carer 
(1/145) mentioned this (for the LD assault perpetrator). A few participants thought 
the LD perpetrator might be sent to secure accommodation (tantamount to using the 
MHA) -  one carer mentioned this for the assault and four for the rape. Only one 
police officer mentioned secure accommodation as a possible outcome (for the rape 
by the LD perpetrator).
Hypothesis 5: Carers will be more likely than the police to express the view that they 
will be criticised in some way for reporting learning disabled perpetrators. Results 
are shown in Figure 6 and Tables 13 and 18. The question only applied to those 
groups rating the LD perpetrators. There was a significant difference between carers 
and police for assault only (assault U = 369,77 = .004; rape U = 529,77 = .253; theft 
U -  593,77 = .905). Carers felt, more so than the police did, that they would be 
criticised or investigated as a result of reporting the assault. The percentage of care 
staff fearing criticism is of more interest. For assault and rape 32% and 48% 
respectively felt they might be criticised in some way but only 13% felt this for the
Research Dossier 150
theft. This lends some support to the hypothesis. The respective figures for police 
officers were 10% on the assault, 28% on the rape, 6% on the theft.
Table 15: Frequencies (%) for reporting questions: LD perpetrators
Question Response Assault Rape Theft
Carers Police Carers Police Carers Police
Why should it be Wrong 22 27 31 31 14 19
reported/not (55) (84.4) (79.5) (96.9) (35) (59.4)
reported? Ambiguous 8 1 3 1 9 9
(20) (3.1) (7.7) (3.1) (22.5) (28.1)
(Hypothesis 2) Help 10 4 5 0 17 4
(25) (12.5) (12.8) (0) (42.5) (12.5)
What will the CJS 5 9 23 28 5 11
police do? (12.5) (28.1) (57.5) (87.5) (12.5) (34.4)
Ambiguous 4 9 5 2 4 7
(Hypothesis 3) (10) (28.1) (12.5) (6.3) (10) (21.9)
Non-CJS 31 14 12 2 31 14
(77.5) (43.8) (30) (6.3) (77.5) (43.8)
What might Unpleasant 11 12 26 26 13 12
happen to the (27.5) (37.5) (65) (81.3) (32.5) (37.5)
perpetrator? Ambiguous 4 9 8 2 4 12
(10) (28.1) (20) (6.3) (10) (37.5)
(Hypothesis 4) Nothing 25 11 6 4 23 8
serious (62.5) (34.4) (15) (12.5) (57.5) (25)
What might Criticism 12 3 19 9 5 2
happen to the (31.6) (10.3) (47.5) (28.1) (12.5) (6.3)
staff? Ambiguous 5 0 5 4 2 0(0)
(13.2) (0) (12.5) (12.5) (5)
(Hypothesis 5) Nothing 21 26 12 18 28 28
serious (55.3) (89.7) (30) (56.3) (70) (87.5)
Table 16: Frequencies (%) for reporting questions: Non-LD perpetrators
Question Response Assault Rape Theft
Carers Police Carers Police Carers Police
Why should it be Wrong 36 31 38 32 17 28
reported/not (90) 93.9 (95) (97) (42.5) (84.8)
reported? Ambiguous 2 0 1 0 17 5
(Hypothesis 2) (5) (0) (2.5) (0) (42.5) (15.2)
Help 2 2 1 1 6 0(0)
(5) (6.1) (2.5) (3) (15)
What will the CJS 27 24 40 32 26 19
police do? (67.5) (72.7) 100 (97) (66.7) (57.6)
(Hypothesis 3) Ambiguous 2 5 0 1 4 10
(5) (15.2) (0) (3) (10.3) (30.3)
Non-CJS 11 4 0 0 9 4
(27.7) (12.1) (0) (0) (23.1) (12.1)
What might Unpleasant 27 22 39 33 27 15
happen to the (67.5) (66.7) (97.5) (100) (67.5) (45.5)
perpetrator? Ambiguous 6 10 1 0 2 14
(Hypothesis 4) (15) (30.3) 2.5 (0) (5) (42.4)
Nothing 7 1 0 0 11 4
serious (17.5) (3) (0) (0) (27.5) (12.1)
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Policies
Staff were asked whether their employer had any workplace policies or guidance 
about offending by people with learning disabilities. Of the care staff, 40 (50%) 
answered ‘yes’ as did 40 (62%) of the police. Carer groups were looked at 
according to the type of registration of the home (for learning disability with or 
without mental disorder). Fifteen (100%) of the staff in homes with mental disorder 
registration said their employer had such policies compared to only 25 (39%) of the 
other types of learning disability registered homes.
3.4 Attributions
Hypothesis 6a: carers ’ attributions will indicate that they believe perpetrators with 
LD (compared to Non-LD perpetrators) have less self control, more external 
causality, less ‘inside ’ locus o f control, less stable causality, and carers will have 
more sympathy for the LD than the Non-LD perpetrator (interaction effect).
Hypothesis 6b: carers ’ attributions will indicate that they believe perpetrators with 
LD (compared to Non-LD perpetrators) have less self control, more external 
causality, less ‘inside ’ locus o f control, less stable causality, and more sympathy 
than will the attributions o f the police, for the LD perpetrators. Police and carers ’ 
attributions will not differ for the Non-LD perpetrators (interaction effect).
These hypotheses were tested by five 2 x 2  ANOVAs comparing carers vs police 
(job effect) and LD vs Non-LD perpetrators. Means and standard deviations for all 
variables are shown in Table 19.
Table 19: Means (M) and standard deviations (SD) for the attribution and affect scales *
Carers Police
LD Non LD LD Non LD
Attribution/Affect M SD M SD M SD M SD
Self Control 4.886 1.583 5.530 1.898 4.771 1.448 5.111 2.184
External Control 5.270 1.861 4.017 2.299 5.521 1.545 3.939 1.492
Inside 5.793 1.708 6.427 1.293 6.583 1.034 7.455 1.201
Stability 4.825 1.651 4.641 1.133 5.552 1.395 5.104 1.128
Affect 4.103 1.509 5.333 1.291 4.458 1.106 5.909 1.065
 ^Higher scores on the 9 point scales = more self control, more external control, more inside the 
person, more permanent and less sympathy/pity.
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Self control
For self control, there were no significant effects for job (F = .775, df 1,138, p  = 
.380) or perpetrator (F = 2.634, df 1,138,7? = .107) and no interaction effect (F = 
.251, df 1,138,7? = .617).
External control
For external control there was a significant effect for perpetrator (F = 20.474, df 
1,137, 7? = .000). Carers and police rated external causality higher for the LD 
perpetrators than for the Non-LD perpetrators. There was no job effect (F = .076, df 
1,137,7? = .783) and no interaction effect (F= .275, df 1,137,7? = .601).
Locus of control
For ‘inside’ locus of control there were significant effects for job (F = 15.993, df 
1,137,7? =. 000) and perpetrator (F = 10.974, df 1,137,7? = .001) and no interaction 
effect (F = .271, df 1,137,7? = .603). Carers rated the cause as more ‘outside’ the 
person than did the police (job effect) and police and carers rated the cause as more 
‘outside’ for LD than Non-LD perpetrators (perpetrator effect).
Stability
For stability there was a significant effect for job (F=  6.805, df 1,137,7? = 010), but 
no significant effect for perpetrator (F= 1.194, df 1,137,7? “  -169) and no interaction 
effect (F = .336, df 1,137,7? = .563). Carers rated the cause as less stable than did 
the pohce.
Affect
For affect there were significant effects for job (F = 4.771, df 1,139,7? =. 031) and 
perpetrator (F = 39.538, df 1,139,7? = .000) but no interaction effect (F = .266, df 
1,139,7? = .607). Carers were more sympathetic to both types of perpetrators than 
were the police. Both groups were more sympathetic towards the LD than the Non- 
LD perpetrator.
This pattern of results indicated that neither hypothesis 6 a nor 6 b was supported.
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3.5 Results on Self vs Others
Hypothesis 7; carers and police will both hold inaccurate perceptions o f the other 
group’s pattern o f attributions. Carers will imagine that police officers have 
‘harsher’ perceptions ofperpetrators than the police actually do ( ‘harsher’ = more 
self control, less external causality, more ‘inside ’ locus o f control, more stability 
and less sympathy). Police will think carers will have ‘softer’ views towards 
perpetrators than carers actually do ( ‘softer’ = less self control, more external 
causality, less ‘inside ’ locus o f control, less stability and more sympathy). To test 
this hypothesis, independent t-tests were run on all crimes combined (irrespective of 
perpetrator status) comparing carers’ perceptions of police officers’ views with 
pohce officers’ own views and pohce officers’ perceptions of carers’ views 
compared with carers’ own views. Means and Standard Deviations are shown in 
Table 20.
Table 20: Means (M) and standard deviations (SD) on each attribution and affect scale from the 
self and other perspective for carers and police (all crimes combined) ^
Carers Other *’ Police Self’’ Police Other Carers Self
Attribution/Affect M SD M SD M SD M SD
Self Control 6.463 10.709 4.944 1.852 6.447 10.698 5.646 11.975
External Control 7.246 14.967 4.718 1.704 5.893 10.904 6.698 11.838
Inside 7.563 10.493 7.057 1.178 7.346 10.626 8.276 11.606
Stability 6.988 10.573 5.328 1.279 5.979 10.701 5.296 1.573
Affect 7.121 10.536 5.195 1.302 4.772 1.591 3.801 1.536
 ^Higher scores on the 9 point scales = more self control, more external control, more inside the 
person, more permanent and less sympathy/pity.
Other refers to that group’s perceptions of the other group’s views. Self refers to that professional 
group’s own views.
Carers’ perceptions of police officer views
When carers’ perceptions of pohce officers’ views (‘carers other’) were compared 
with pohce officers’ own views (‘police self), there were no significant differences 
for self control {t = 1.129, df 143, p  = .261, two-tailed); external control (t = 1.354, 
df 143,7? = .178, two-tailed); ‘inside’ locus of control {t = .383, df 142, p=. 702,
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two-tailed); stability {t = 1.247, df 142, p  = .214, two-tailed) or affect (/ = 1.464, df 
143, p  = .145, two-tailed). This suggests that the carers’ views of the police 
officers’ attributions and affect were accurate, not supporting hypothesis 7.
Police officers’ perceptions of carers’ views
When police officers’ perceptions of carers’ views (‘police other’) were compared 
with carer’s own views (‘carers self), there were no significant differences for self 
control {t = .422, df 141, /? = .674, two-tailed); external control {t = -. 421, df 140, p  
= .674, two-tailed); ‘inside’ locus of control {t = -. 498, df 140, 7 7  = .619, two-tailed); 
or stability {t = .502, df 140,7? = .617, two-tailed). There was however a significant 
difference in affect {t = 3.652, df 139, 7? = .000, two-tailed) -  the police felt the 
carers would experience more disgust or anger towards the perpetrators than the 
carers actually did. With this last exception, the pohce had an accurate perception 
of the carers’ views, thus not supporting hypothesis 7.
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CHAPTER 4 DISCUSSION 
4.1 Purpose of study
The purpose of the study was to replicate and extend the findings of Lyall et al 
(1995) that care staff are reluctant to report crimes committed by people with 
learning disabilities. The extended elements included testing some speculative 
hypotheses as to why carers might be reluctant to report these crimes. This involved 
comparing their views for alleged offenders with and without learning disability, 
comparing care staff with police officers, and assessing the role of causal 
attributions and affect in the reporting of crime by the two occupational groups.
4.2 Should crimes be reported?
Hypothesis la  examined carer and police views of whether the police should be 
called dependent on the presence or absence of learning disability in the perpetrator. 
As regards carers, for the two more serious crimes (assault and rape) hypothesis la  
was upheld -  carers showed more reluctance to involve the police if the perpetrator 
had a learning disability. This suggests that carers believe that people with learning 
disabilities should be treated differently to those without. The pohce made no such 
distinction on any of the three crimes.
Hypothesis lb predicted that carers would be less likely than the pohce to feel 
crimes by LD perpetrators should be reported. This hypothesis was supported for 
the two more serious crimes. Carers expressed more reluctance than the pohce to 
involve the pohce in incidents perpetrated by people with learning disability. For 
the minor crime of petty theft the finding was in the same direction but failed to 
reach significance {p = .054). There were no differences between carers and pohce 
if the perpetrator was a non-learning disabled person -  both groups agreed that these 
serious crimes should be reported. However, for the petty theft, if the perpetrator 
does not have a learning disability, the pohce were more likely to feel it should be 
reported than were the carers. This might suggest that carers feel more sympathy
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than the police towards the non-learning disabled thief or that the pohce are more 
governed by rules than are the carers.
Lyall et al (1995) interviewed the manager at each of 30 establishments for adults 
with learning disabilities. They asked whether these staff would report to the pohce 
six offences, three of which are broadly comparable to the present study (major 
assault, rape, theft). They reported that for theft, 8 (27%) of staff would consider 
reporting it to the pohce, 12 (40%) major assault, and only 3 (10%) would not report 
rape. The figures from the present study (representing a range of care staff, not just 
managers) are: 19 (48%) of staff thought the theft should be reported, 27 (68%) the 
assault, and only 1 (3%) would not report the rape. This compares to the findings 
for pohce officers - 32 (100%) would wish to see the assault and rape reported and 
23 (72%) the theft. The present study finds a greater willingness on the part of care 
staff to report incidents by people with learning disabilities but this is significantly 
lower than the pohce.
Lyall et al (1995) had found that in those establishments that had experienced 
significant offending amongst residents, there was a greater wihingness to involve 
the pohce. Homes registered for mental disorder and learning disability might be 
expected to have more experience of offending behaviour than homes registered 
solely for learning disability. In the present study no significant differences were 
found between staff working in the two types of home.
Participants were asked whether their employer had policies covering offending by 
people with learning disabilities. Fully 50% of care staff said there was no such 
pohcy; in contrast, 100% of carers working in homes registered for those mental 
disorder and learning disability said their employer had such a pohcy. In LyaU et 
al’s (1995) study of 30 LD establishments (registration type not stated) 26 (88%) did 
not have an operational pohcy for offending or problem behaviour. The questions 
are not strictly comparable but the present figures are not as alarming as those in 
Lyall’s study although still wanting. Given the reluctance to report by care staff, 
protocols are clearly indicated for all providers of learning disability services.
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4.3 Why might people be reluctant to report crimes?
Hypotheses 2a and 2b examined why participants felt crimes should or should not be 
reported. For the serious crimes, carers felt those with learning disabilities were 
more in need of help or understanding than were those without (the trend was the 
same for the minor crime of theft). The pohce did not discriminate on the basis of 
learning disability for the serious crimes (they are wrong regardless), but for theft 
they were significantly more likely to think the LD perpetrator was in need of help 
and understanding as opposed to the Non-LD perpetrator. This suggests the 
seriousness of the crime, for the pohce, outweighs any consideration of the 
vulnerability of the offender, but where it is obviously less serious then vulnerability 
comes into play.
Looking at differences between pohce and carers (hypothesis 2b), it was found, as 
hypothesised, that the carers viewed the LD perpetrator of each crime as in need of 
help or understanding whilst the pohce saw these incidents as wrong/unlawftil. As 
expected there were no differences between pohce and carers for the Non-LD 
perpetrators for the two more serious crimes -  all felt they should be reported 
because they are wrong or unlawful. However, on theft, the carers were more 
inclined than the pohce to believe the Non-LD perpetrator was in need of help or 
understanding.
Hypotheses 3a and 3b examined what each group thought the pohce would do if 
they were cahed to an incident. It had been hypothesised (3a) that the carers would 
not expect the pohce to take some kind of CJS action with the LD offender and this 
was supported. The carers believed that those with LD would be less likely to be 
taken through the CJS than the Non-LD perpetrators, regardless of type of offence. 
This bears out the finding by McNulty et al (1995) that CJS action was low on care 
staff’s priorities when calling the pohce. The pohce groups felt the same for the 
crimes of assault and theft -  they would avoid using the CJS for those with learning 
disability more so than for those without - but this did not hold true for rape. Keilty 
and Connelly (2001) have subsequently reported that the pohce felt the situation less 
serious if the perpetrator had a learning disability than if they did not. So the pohce
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are making a distinction on the basis of perceived vulnerability except for the most 
serious crime (rape) in which case they see no option but the CJS route. This may 
reflect the difficulties they face in achieving a prosecution against a vulnerable 
suspect and/or a more sympathetic attitude towards them. Findings from this study 
suggest the police do feel more sympathetic towards the perpetrator with learning 
disability than the one without.
Comparing police with carers (hypothesis 3b) on each of the crimes, carers felt the 
pohce would be less likely to use the CJS for the LD perpetrator than the pohce in 
fact would. This finding was consistent with hypothesis 3b. As expected, for the 
Non-LD perpetrator, pohce and carers hold similar views. Clare and Murphy (1998) 
suggested that carers might believe that the pohce will do nothing on the grounds 
that an allegation against a person with a learning disability will not be taken 
seriously. Although not directly tested, the results lend some support to this view. 
A high proportion of carers beheved the pohce would not pursue the perpetrator 
with LD through the CJS (78% each for the assault and theft, 30% for the rape). Yet 
the pohce did believe they would take action (28% would definitely use the CJS for 
the assault, 88% for the rape, 34% for the theft).
Hypotheses 4a and 4b addressed the question of what might happen to the 
perpetrator if the incident were reported to the pohce. The literature suggests that 
staff may be reluctant to report because they fear unfair or harsh treatment by the 
CJS or that the person may be placed on a section of the Mental Health Act (Lyah et 
al 1995). It was therefore hypothesised (4a) that carers would feel the perpetrator 
with LD would suffer some harsh or unpleasant outcome as a result of being 
reported in the same way that a Non-LD perpetrator would. This was not supported 
by the results. The carers felt the LD perpetrator would suffer significantly less in 
terms of outcome than would the Non-LD perpetrator regardless of severity of 
crime. For the two more serious crimes, the police felt the same. However for theft 
the pohce made no distinction on the basis of perpetrator status.
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No support was found for the speculative reason for reluctance to report given by 
Lyall et al (1995) that carers might fear that the perpetrator would be subjected to 
the Mental Health Act -  only one participant in the whole sample mentioned this.
It was fiirther hypothesised (4b) that the carers would be less likely than the pohce to 
believe something unpleasant would happen to the LD perpetrator. However, this 
was not supported - the groups did not differ in their views of what would happen to 
the LD perpetrator or the Non-LD perpetrator.
Lyall et al (1995) had suggested that one motivation for carers not reporting 
incidents to the pohce might be a fear of failure. This was not directly addressed in 
the present study, but hypothesis 5 examined whether staff felt carers might be 
criticised or even punished for reporting an incident. This was inevitably confined to 
those groups rating the LD perpetrators. For the three crimes of assault, rape and 
theft, 32%, 48%, 13% respectively of carers felt they would be vulnerable to 
criticism as a result of reporting. The figures for the two serious crimes would seem 
to suggest that such a fear might be implicated in care staffs reluctance to report 
incidents by people with learning disabilities. The only possible comparison within 
the design was between the carer and police groups who rated the LD vignettes. The 
only significant difference was on assault, where the carers thought it more likely 
than the pohce that criticism might foUow reporting.
A picture has emerged suggesting that carers are less inclined to call the police to an 
alleged offence by a person with a learning disability compared both to the police 
and to their views when the person does not have a learning disability. Some light 
has been shed on why this might be the case. Carers believe that people with 
learning disabilities are more in need of help and understanding than are those 
without learning disabilities behaving in the same way and they believe this to a 
greater extent than the police. However carers do not believe that the LD 
perpetrator will necessarily be subjected to the CJS if the matter is reported, and do 
not fear that reporting incidents to the police will result in a harsh outcome. In this 
regard they are under a misapprehension in that the police say they are more likely 
to take the person with LD through the CJS than the carers think. A substantial
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proportion of the carers do appear to fear personal reprisal if they report major 
incidents to the police and this rises with the seriousness of the crime.
The picture for the police is different. They believe that incidents as described in the 
vignettes should be reported regardless of whether the perpetrator has a learning 
disability. This is in contrast to the study by Keilty and Connelly (2001) which 
found that their sample of police in Australia believed that offenders with learning 
disabilities should be dealt with by their carers. In the present study, the police 
would not expect the CJS to be used to deal with the LD perpetrators, except in the 
case of a rape. They expect the overall outcome for the perpetrators of the two 
serious incidents to be less harsh for those with learning disabilities. The pattern of 
results for the pohce supports some of the findings recently reported by McAfee et 
al (2001) who found police officers (in Australia and the USA) tended to select less 
severe actions towards learning disabled (than non-learning disabled) assailants. Yet 
they also found that the police judged a major crime more serious if the assailant had 
a learning disability (than if they had not).
4.4 Attributions
The study set out to look at whether the causal attributions made by carers or police 
would shed light on reporting intentions. A secondary intention was to examine 
whether the findings would support those in the literature on care staffs attributions 
for the causes of challenging behaviour in people with learning disabilities (Le. those 
attributing the cause of the offending to being under the offender’s control will 
experience negative emotion towards them). These studies were often tests of 
Weiner’s (1980) cognitive-behavioural model of helping behaviour. This model 
would require staff to attribute the cause of an incident to lying outside the person, 
being temporary and being beyond the person’s control if sympathy (and hence 
helping behaviour) were to be invoked.
The results were mixed. Whilst there were no significant findings for self-control, 
both groups judged there to be more external control and the cause to lie more 
outside the person with LD than the person without. Both groups expressed more
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sympathy towards the LD than the Non-LD perpetrator. Between professional 
group differences showed the carers believed the causes to lie more outside the 
person, to be more temporary and felt more sympathetic than the police.
Sharrock et al (1990) had found that self-control was less important to professionals 
than stability and that a belief in the cause as temporary promoted a feeling amongst 
carers that the person can be helped. McGuinness and Dagnan (2001) demonstrated 
that sympathy was the only significant predictor of helping for carers of children in 
residential care. In turn, attributions of controllability and globality best predicted 
sympathy. They were able to show that sympathy mediates between the attributions 
of controllability and predicted helping. These findings suggest that the carers in 
the present study might be more likely to want to help the perpetrator than the pohce 
and that the pohce and carers are more likely to want to help the LD rather than the 
Non-LD perpetrator.
The present study did not directly address the question of helpfulness. Is reporting 
an incident to the pohce seen by care staff as likely to be helpful to the perpetrator? 
The study could have been improved by addressing this.
4.5 Perceptions of the other agency’s staff
It had been hypothesised that the two professional groups would hold inaccurate 
perceptions of the others’ views but only one difference was found. Care staff and 
pohce officers held accurate perceptions of each other’s attributions. Care staff also 
accurately perceived the affect reported by pohce officers. The sole difference lay 
in that the pohce felt the carers would experience more disgust or anger towards the 
perpetrators than the carers actuahy did.
According to Weiner’s model, this would suggest that the pohce would have an 
expectation that the carers would not want to help the perpetrator. This may be a 
false impression. The situation is of course more complex than the data can possibly 
address. Carers might hope that the pohce will take tough action against the 
perpetrator -  this view was expressed by some carers in informal discussion.
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However the police may feel it better that the home deals with the problem because 
of the great difficulties they face in making a case that will be taken forward by the 
Crown Prosecution Service.
4.6 Limitations to the study
4.6.1. Vignettes
Vignettes are commonly used in attribution research but they do lack face validity. 
Many participants, particularly the pohce, commented that they would not make a 
judgement based on the limited information provided if it was a real life situation.
The crimes selected represented only three of the six crimes examined by Lyall et al 
(1995). The results indicate that the theft vignette generally failed to discriminate 
between the groups, producing less certainty in participants, whereas the rape crime 
tended to produce accord between groups as it was widely viewed as very serious. 
There may have been an order effect in presentation -  the theft coming last might 
have seemed additionally trivial after reading of the assault and rape. It was not the 
intention to test the seriousness of the crimes. Ideally the crimes could have been 
subjected to some pre-testing to establish their equivalence in terms of seriousness. 
Alternatively, seriousness could have been explicitly manipulated.
There was a confounding of type of victim in the vignettes. In the assault and theft 
vignettes, the victims were members of the public but for the rape by the LD 
perpetrator the victim was another person with a learning disability (but not in the 
Non-LD perpetrator vignette). The view of the victim emerged as critically 
important for the police officers in deciding what to do about the incidents described 
in the vignettes. As demonstrated by Keilty and Connelly (2001) the victim having 
a learning disability brings into play (for the police) additional stereotypes 
concerning victims with learning disabilities. It may also have influenced the carers 
in as much as Clare and Murphy (1998) suggested that carers might be more 
reluctant to report crime against a person with learning disabilities on the grounds 
they believe the victim will not be taken seriously by the CJS. In any ftiture
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research, two factors could be controlled for -  ensuring all victims are either with or 
without learning disabilities and stating the victim’s view.
The study used simulation rather than real life (using a rating scale to give opinions 
on fictitious perpetrators). Thus the results only represent what respondents say 
they would -  hypothetically - do in such a situation. This may differ fi*om what they 
would do in reality.
4.6.2 Attribution measure
The use of a rating scale for attributions may have limited respondents’ choice to too 
great an extent. Attributions are complex -  a respondent may have several 
attributions to make about the same event (Munton, Silvester, Stratton and Hanks, 
1999). Moreover the vignettes may have lacked sufficient detail to make causal 
attributions. These two problems mean that the complexity of attributions may have 
been lost. An alternative method would have been to use a qualitative approach by 
coding open-ended attributions, such as the Leeds Attributional Coding System 
(Stratton, Munton, Hanks, Heard and Davidson, 1988). Further, the attribution 
measure selected, together with the modifications made to it, render the results less 
comparable with other studies using different attribution measures.
The study did not set out to test Weiner’s helping model. However it would have 
been of value to have inserted a question on participants’ degree of optimism 
concerning the perpetrator and clarified their views on the helpfulness or otherwise 
of reporting incidents to the pohce. This would have aUowed comparison with more 
of the hterature reviewed.
There may have been, for some participants, a misunderstanding of one of the 
attribution questions: ‘other people can control’. Some took this to mean that 
someone can control it on the spot, e.g. police, and therefore they rated it as strongly 
agree. Others took it to mean that other people could control it in themselves 
(whereas the person in the story cannot). Results for external control should 
therefore be treated cautiously.
Research Dossier 166
4.6.3 Did the police understand the concept of learning disability?
It was essential for the design of the study that participants understood, at least in 
broad terms, what learning disability meant. Clearly this would not have been a 
problem for the carer groups by virtue of experience. The police on the other hand 
have no special experience or training in this area. At the start of each questionnaire 
session, a brief outline of learning disability was given and any questions answered. 
These questions sometimes revealed hmited knowledge of the client group, e.g. Ts it 
dyslexia?’ Ts it mental illness?’
4.6.4 Sample size
Sample size, particularly for the police, was dictated by practicalities. To gather 
more than 65 officers would have taken too long. Post hoc power calculations 
revealed that whilst the size of each group was such that the probability of detecting 
a large effect was 98-99%, a medium effect size would have required 44 in each of 
the groups (i.e. 88 officers and 88 care stafiQ. The study could have been improved 
by conducting a priori power calculations, thus enabling at least a larger care staff 
group to be recruited.
4.7 The role of the police
The police were more exercised than the carers about being forced to make 
attributions and ratings on the basis of the vignettes. Some of their comments 
(Appendix 9) revealed that this was in large measure due to the way they perceived 
their role. As Response Officers (and to a lesser extent Ward Officers) the role is to 
arrive at the scene and make a rapid assessment. The cause of the incident is not 
important or relevant at that point. This made making an attribution as to cause 
irritating to them. In the words of one officer the police have ‘cynicism, hardness 
and impartiality’ and ‘do not try to jump into the mind of the person’. Nevertheless 
they wanted more information, for example on the level of learning disability, the 
age of Mark (the rape perpetrator).
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Some dfficers were adamant that they have no discretion -  ‘it is all procedure’. 
They are not responsible for deciding whether a person is to be charged or not. 
Some were clear that policy would dictate their action regardless. For example, at 
the time of the study there were policies in force that said that if the offence 
occurred in a particular location of the city, or if the offender were a juvenile or if it 
was a domestic violence situation, the officers were obhged to arrest the perpetrator.
Others felt they do have discretion and that the action they take all depends on the 
circumstances and were at pains to say they would find out more (than was provided 
in the vignettes) before proceeding. Some referred to themselves as the ‘social 
workers of the streets’ -  not just dealing with crime but with an array of social 
problems. If learning disability was involved they felt they should err on the side of 
caution, as any case of this kind would mean, ‘the circus comes to town’. This may 
have been a reference to the provisions that must be made under the Police and 
Criminal Evidence Act (Home Office, 1995) for a vulnerable offender.
A view of one of the police inspectors involved with the study expressed a more 
subtle process operating. When a person with learning disability has committed an 
act, which in a person of average intelligence would receive a police charge, it must 
be borne in mind that the pohce officer concerned may want to put the report into 
the ‘too difficult basket’. He felt that there is personal prejudice to overcome as well 
as organisational in terms of how the pohce approach situations involving people 
with learning disability. This was echoed by some of the officers who felt that their 
own experience inside and outside the force may affect their reactions. Some said 
that those from a service background viewed events in more black and white terms.
4.8 The importance of policies and protocols
Only 50% of the care staff stated that their employer had a pohcy or guidance 
concerning offending amongst the client group (although this rose to 100% of staff 
in homes with dual registration for learning disability and mental disorder). This is 
a better figure than that reported by Lyall et al (1995) where 88% reported not 
having a pohcy, but still means that half the staff believe their employer has no
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policy. No check was carried out on whether or not the homes did have policies. In 
the one organisation that refused to participate in the study (a private provider o f  
several small homes), the reason given for non-participation was that simply 
completing the questionnaire might lead staff to break with the provider’s protocols 
which state that care staff must not report possible offences directly but go through 
the management hierarchy. This could be seen as defensive and risky and 
underlines the importance o f  inter-agency protocols enforced by registration 
authorities for residential homes.
Thompson & Brown (1997), focusing on sexual abuse by men with learning 
disabilities, describe how services generally respond informally to such behaviour 
and point to a lack o f  co-ordination o f  response across service settings. Whilst this 
may be motivated by sympathy they point out that the literature suggests that men 
with learning disability often evade sanctions for their behaviour but are at risk o f  
draconian and discriminatory responses when their offences are belatedly 
recognised. This tension is similarly apparent amongst the general public. 
Markham (2000) describes how members o f  the public do not want to see vulnerable 
people held in institutionalised, poor quahty settings, yet do want to see ‘fiends and 
perverts’ locked up.
4.9 Further research
To avoid the artificiality and constraints o f  the present design, a ftiture study could 
assess the behaviour o f  care staff and police in reaction to real incidents o f  offending 
behaviour by people with learning disabilities. This would give real data on what 
happens when incidents are reported to the police that could be contrasted with what 
happens when similar incidents occur but are not reported. Attributions, affect and 
views o f  helpfiilness could be captured through a qualitative methodology such as 
the Leeds Attributional Coding System (Stratton et al, 1988).
Given that Social Services staff form an important axis in the care o f  people with 
learning disabilities, future studies could embrace their views together with those o f  
care staff and police officers.
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The present study goes a small way towards understanding why care staff may 
believe, irrespective o f  any guiding policy, that people with learning disability 
should be protected from the law. It points up both differences and similarities 
between care staff and police officers. This may guide the development o f  
awareness training and the drawing up o f  appropriate protocols for both groups.
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Appendix 1: Letter to Residential Homes
May 25th 2000
Learning Disability Service 
Westboume Unit 
Scott Hospital 
Plymouth PL2 2PQ
Tel 01752 284333 
Fax 01752 284300 
e-mail judith.mcbrien@pcs-tr.swest.nhs.uk
Dear
Re Attitudes to offending behaviour in people with and without learning disabilities
I am writing to ask for your help in carrying out a study (in Plymouth) to explore what 
people feel are the causes of offending behaviour in people with and without learning 
disabilities. The attached Information Sheet explains the study in detail. It is hoped that 
the results will help the different agencies and organisations to provide better services and 
staff training concerning offending. You probably remember we met some years ago -
I’m a Clinical Psychologist in the learning disability service in Plymouth with an additional 
role now to carry out research and evaluation with the University.
If possible, I would like to include some or all of your staff in the study. This would mean 
the staff spending about 40 minutes filling in an anonymous questionnaire. I would be 
happy to come to staff meetings to do this and I would be present to answer any questions.
I am approaching homes at random, seeking about 40 staff in all.
I have the approval of the Ethics Committee and of the Plymouth Health Action Zone to do 
this piece of work.
In the next few days, I shall telephone you to ask whether you feel you and your staff can 
spare the time to help and if  so if f  can approach the homes directly (I have a list from 
Registration). I am happy to come to the homes more than once to suit your working 
arrangements.
With many thanks.
Yours sincerely
Judith McBrien, M.A.Dip.Psych.
Consultant Clinical Psychologist/Hon Fellow University of Plymouth
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Appendix 2: Vignettes (LD = A,B.C. Non-LD = D,E,F)
A. Jenny
Jenny is a 25 year old woman who has a learning disability. She lives in a residential home for 
people with learning disabilities and attends a local day centre. Although she has limited 
comprehension, she has been taught to uses buses on familiar routes. One morning she is on her way 
to the day centre. Arriving at the bus stop she finds she has missed her bus. She starts to mutter 
loudly, then to shout and swear, directing this at a pensioner at the bus stop. She becomes more 
agitated and pushes and kicks the pensioner, who is trying to calm her. The pensioner falls, and 
receives grazing and bruising to the leg.
B. M ark
Mark is a man with learning disabilities who lives in a residential home for people with learning 
disabilities. One evening he accosts Maria in a corridor. Maria is a young woman who also has 
learning disabilities and lives in the same home. Mark pushes her into a nearby bathroom and forces 
her to have sex with him against her will. Later, Maria tells a member of staff what has happened. 
She shows staff that she has bruises and is clearly highly distressed.
C. Tom
Tom is 45 years old and has a learning disability. He lives in a residential home for people with 
learning disabilities. One day in the comer shop, he is seen by the shop keeper to take a bottle of 
lager and hide it in his coat and then leave without paying for it. The shop keeper goes outside and 
stops him on the pavement.
D. Jenny
Jenny is a 25 year old woman who works at the check-out in a local supermarket. One morning she 
is on her way to work. Arriving at the bus stop she finds she has missed her bus. She starts to 
mutter loudly, then to shout and Swear, directing this at a pensioner at the bus stop. She becomes 
more agitated and pushes and kicks the pensioner, who is trying to calm her. The pensioner falls, and 
receives grazing and bruising to the leg.
E. M ark
Mark is a student at the local University and lives in a hall of residence. One evening he accosts 
Maria in a corridor. Maria is a young woman who is also a student at the University and lives in the 
same hall of residence. Mark pushes her into a nearby bathroom and forces her to have sex with him 
against her will. Later, Maria tells the warden of the hall what has happened. She shows staff that 
she has bmises and is clearly highly distressed.
F. Tom
Tom is a 45 year old single man. He lives alone in a council flat. One day in the comer shop, he is 
seen by the shop keeper to take a bottle of lager and hide it in his coat and then leave without paying 
for it. The shop keeper goes outside and stops him on the pavement.
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Appendix 3: Questionnaires
There were two main versions o f  the same questionnaire (LD vignettes and Non-LD  
vignettes). The LD version is shown here -  shrunk in size to save space.
Questionnaire for Care Staff oh Attitudes to Offending
Thank you very much for agreeing to help with this research. It will take 30-40 minutes to complete. 
By the time you are ready to fill in this questionnaire, you should have seen the Participant’s 
Information Sheet and Consent Form.
Instructions
1. The first two pages ask for information about you -  it is anonymous.
2. The remaining pages ask you to read three stories about incidents. For each incident, you are 
asked to:
a) Write your opinions about reporting the incident to the police.
b) Write down what you think the main cause of the incident was.
c) Fill in a short rating scale about the cause.
d) Read the story again and imagine you are a Police Officer. Then fill in the 
sheets giving what you think a Police Officer would think about the same incident.
Your job title
Write answer here:
Qualification needed for your I . Experience only ...........
job
or
Please tick opposite
2. State qualification needed ...................................
Length of time you have been I. Up to I year ........
in this type of work.
Please tick opposite 2. 1 - 4  years ........
3. 5 years or more ........
Are you male or female? I. Male .........
2. Female ........
I. Up to 20 yrs
Age Group: please tick 2 .2 1 -2 9
3 .3 0 -3 9
4 .4 0 -4 9
5 .5 0 -5 9
6. 60 yrs +
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Highest level of education 
achieved
Please tick opposite to show 
your highest level of 
educational qualification
1. None .....
2. NVQ 1, GNVQ foundation, CSE below grade 1, BTEC 
Certificate, C&G (not craft), YT/YTP certificate.
3. NVQ 2, GCSE grades A-C, Trade Apprenticeship,
GNVQ intermediate, RSA diploma, 0  level.
4. NVQ 3, A level, GNVQ advanced, RSA advanced, 
OND/ONC, BTEC national, C&G Craft, BTEC Dip.............
5. NVQ 4, Dip Higher Ed, HNC/HND, BTEC Higher,
Teaching or Nursing Certificate.
6. Degree or higher degree
Work experience with people Please tick:
with learning disabilities 1. None ........
2. Up to 1 year .......
3. 1 - 4  yrs .......
4. 5 yrs or more .......
Personal experience: do you Please tick :
liave any personal experience
of people with learning 1. None .....
disabilities not connected with 2. A little .....your work? 3. A good deal .....
Have you worked with 1. No ..............
offenders? 2. A little ................
3. A good deal ..............
Please tick opposite
Does this include oHenders 1. Yes .... 2. No ....
with learning disabilities?
Have you been the victim of a 1. YES : ............. If so what type?
crime?
Please tick opposite 2. N O : .............
Has your employer any
workplace policies / guidance 1 Yesabout offending in people with
learning disabilities?
Please tick opposite 2. No ................
3. Don’t Know .....................
If yes, are you familiar wdth 1. Not at all ..............
them? 2. Slightly ..............
3. Fairly .............
Please tick opposite 4. Very familiar ...........
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Now there are three stories to read -  
A Jenny; B Mark; C Tom.
For each one you are asked to:
1. Read the story
2. Write down your opinions about reporting the incident
3. Write down what you think the main cause was
4. Fill in the rating scale to show your own opinions o f  the cause
5. Then imagine you are in a different role; read the story again, then fill in the 
rating scale as if  you were that type o f  person.
Thank you very much.
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A. JENNY
Please read the following story carefully and then complete the sheets.
Jenny is a 25 year old woman who has a learning disability. She lives in a residential home for 
people with learning disabilities and attends a local day centre. Although she has limited 
comprehension, she has been taught to uses buses on familiar routes. One morning she is on her way 
to the day centre. Arriving at the bus stop she finds she has missed her bus. She starts to mutter
loudly, then to shout and swear, directing this at a pensioner at the bus stop. She becomes more
agitated and pushes and kicks the pensioner, who is trying to calm her. The pensioner falls, and 
receives grazing and bruising to the leg.
Remember there are no “right” answers -  it is your opinions that count
Do you think this incident should be 
reported to the police?
Please circle:
Yes No Not sure
Please note down your reasons for your 
answer
Please write here:
What do you think the police would do if  
this was reported to them?
Please write here:
What, if anything,might happen to tire 
care staff in the home if  it is reported to tire 
police?
Please write here:
What do you think will happen to Jermy if 
this incident is reported to tire police?
Please write here:
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A JENNY
Thinking about the Please give the main cause as you see it:
story you have just
read, what do you
think the MAIN cause
of Jermy’s behaviour
is?
Think about the MAIN CAUSE you have written ab( 
concern your opinions of this cause of the incident.
GUIDE : Look at the statements at each end of tire ni 
matches one of the statements, the closer you should 
round the niunber you choose.
Example 1: if the question was about how much you
we. The items at the bottom of the page 
There are no “ right” answers.
unbers below. The more strongly your opinion 
mark the scale towards that end. Make a circle
ike chocolate:
I love chocolate 9 8 7 6 5 4 3 2 1 I hate chocolate
This rating shows the person loves chocolate. If they hated it, they would circle the 1. If they had no 
strong feelings or did not know what they thought, they would circle 5.
Example 2: do you like football?
I love football 9 8 7 6 5 4 3 2 1 I hate football
This rating shows the person has no strong feelings al)out football — neither loves it nor hates it.
Thinking about Jenny again and the cause you wrote down, circle one number for each of the 
following questions. IS THE CAUSE OF THE INCIDENT SOMETHING :
Jenny can control 9 8 7 6 5 4 3 2 1 Jermy carmot 
control
Other people can control 9 8 7 6 5 4 3 2 1 Other people 
carmot control
Inside Jenny 9 8 7 6 5 4 3 2 1 Outside Jermy
Permanent 9 8 7 6 5 4 3 2 1 Temporary
I feel angry with or 
disgust for Jermy
9 8 7 6 5 4 3 2 1 I feel sympathy or 
pity for Jermy
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A. JENNY
CAUSES -  OTHERS -  POLICE OFFICERS
Now think about how others would fill in this sheet if they read the same information.
Imagine you are a Police Officer. How would he or she look at this situation?
Read the story again & fill in the sheet below to reflect your views of how they might fill it in.
Jenny is a 25 year old woman who has a learning disability. She lives in a residential home for 
people with learning disabilities and attends a local day centre. Although she has limited 
comprehension, she has been taught to uses buses on familiar routes. One morning she is on her way 
to the day centre. Arriving at the bus stop she finds she has missed her bus. She starts to mutter
loudly, then to shout and swear, directing this at a pensioner at the bus stop. She becomes more
agitated and pushes and kicks the pensioner, who is trying to calm her. The pensioner falls, and 
receives grazing and bruising to the leg.
Thinking about the 
story you have just 
read, what do you 
think the MAIN cause 
of Jeimy’s behaviour 
is?
Please give the main cause as the police officer might see it:
Think about MAIN CAUSE you have written above. Circle one number for each of the following 
questions. IS THE CAUSE SOMETHING:
Jermy can control 9 8 7 6 5 4 3 2 1 Jermy carmot 
control
Otlier people can 
control
9 8 7 6 5 4 3 2 1 Otlier people 
carmot control
Inside Jermy 9 8 7 6 5 4 3 2 1 Outside Jermy
Pennanenl 9 8 7 6 5 4 3 2 1 Temporary
I feel angry with or 
disgust for Jermy
9 8 7 6 5 4 3 2 1 I feel sympathy 
or pity for Jermy
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B. MARK: Read the following story carefully, then complete the sheets, as yourself again.
Mark is a man with learning disabilities who lives in a residential home for people with learning 
disabilities. One evening he accosts Maria in a corridor. Maria is a young woman who also has 
learning disabilities and lives in the same home. Mark pushes her into a nearby bathroom and forces 
her to have sex with him against her will. Later, Maria tells a member of staff what has happened. 
She shows staff that she has bruises and is clearly highly distressed.
Remember there are no “right” answers -  it is your opinions that count
Do you think this incident should be 
reported to the police?
Please circle:
Yes No Not sure
Please note down your reasons for your 
answer
Please write here:
What do you think the police will do if 
this was reported to them?
Please explain:
What, if anything, might happen to the 
care staff in the home if it is reported to 
the police?
Please explain:
What do you think will happen to Mark 
if this incident is reported to the police?
Please explain:
Thinking about the story you have just 
read, what do you think the MAIN 
cause of Mark’s behaviour is?
Please give the main cause as you see it:
Think about MAIN CAUSE you have written. Circle one number for each question below. 
IS THE CAUSE SOMETHING:
Mark can control 9 8 7 6 5 4 3 2 1 Mark cannot 
control
Other people can control 9 8 7 6 5 4 3 2 1 Other people 
carmot control
Inside Mark 9 8 7 6 5 4 3 2 1 Outside Mark
Permanent 9 8 7 6 5 4 3 2 1 Temporary
I feel angry with or 
disgust for Mark
9 8 7 6 5 4 3 2 1 I feel
sympathy or 
pity for Mark
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B. MARK
CAUSES -  OTHERS -  POLICE OFFICERS
Now think about how others would fill in this sheet if  they read the same information. 
Imagine you are a Police Officer. How would he or she look at this situation?
Read the story again & fill in tlie sheet below to reflect your views of how they miglit fill it in.
Mark is a man with learning disabilities who lives in a residential home for people with learning 
disabilities. One evening he accosts Maria in a corridor. Maria is a young woman who also has 
learning disabilities and lives in the same home. Mark pushes her into a nearby bathroom and forces 
her to have sex with him against her will. Later, Maria tells a member of staff what has happened. 
She shows staff that she has bruises and is clearly highly distressed.
Thinking about the 
stoiy you have just 
read, what do you 
think the MAIN cause 
of Mark’s behaviour 
is?
Please give the main cause as the police officer might see it:
Think about MAIN CAUSE you have written above. Circle one number for each of the following 
questions. IS THE CAUSE SOMETHING:
Mark can control 9 8 7 6 5 4 3 2 1 Mark cannot 
control
Other people can 
control
9 8 7 6 5 4 3 2 1 Other people 
carmot control
Inside Mark 9 8 7 6 5 4 3 2 1 Outside Mark
Permanent 9 8 7 6 5 4 3 2 1 Temporary
I feel angry with or 
disgust for Mark
9 8 7 6 5 4 3 2 1 I feel sympathy 
or pity for Mark
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C. TOM: Please read the following story carefully and then complete this sheet, as yourself 
again.
Tom is 45 years old and has a learning disability. He lives in a residential home for people with 
learning disabilities. One day in the comer shop, he is seen by the shop keeper to take a bottle of 
lager and hide it in his coat and then leave without paying for it. The shop keeper goes outside and 
stops him on the pavement.
Remember there are no “right” answers -  it is your opinions that count
Do you think this incident 
should be reported to the police?
Please circle:
Yes No Not sure
Please note down your reasons 
for your answer
Please write here:
What do you think the police 
would do if this was reported to 
them?
Please explain:
What, if anything, might happen 
to die care staff in the home if  it 
is reported to the police?
Please explain:
What do you think will happen 
to Tom if this incident is 
reported to the police?
Please explain:
Thinking about the story you 
have just read, what do you think 
the MAIN cause of Tom’s 
behaviour is?
Please give the main cause as you see it:
Think about MAIN CAUSE you have written. Circle one number for each question below. 
IS THE CAUSE SOMETHING:
Tom can control 9 8 7 6 5 4 3 2 1 Tom cannot 
control
Odier people can 
control
9 8 7 6 5 4 3 2 1 Other people
carmot
control
Inside Tom 9 8 7 6 5 4 3 2 1 Outside Tom
Permanent 9 8 7 6 5 4 3 2 1 Temporary
I feel angry with or 
disgust for Tom
9 8 7 6 5 4 3 2 1 I feel
sympathy or 
pity for Tom
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C. TOM
CAUSES -  OTHERS -  POLICE OFFICERS
Now think about how others would fill in this sheet if they read the same information.
Imagine you are a Police Officer. How would he or she look at this situation?
Read the stoiy again & fill in tlie sheet below to reflect your views of how they might fill it in.
Tom is 45 years old and has a learning disability. He lives in a residential home for people with 
learning disabilities. One day in the comer shop, he is seen by the shop keeper to take a bottle of 
lager and hide it in his coat and then leave without paying for it. The shop keeper goes outside and 
stops him on the pavement.
Thinking about the 
story you have just 
read, what do you 
think the MAIN 
cause of Tom’s 
behaviour is?
Please give the main cause as the police officer might see it:
Think about MAIN CAUSE you have written above. Circle one number for each of the 
following questions. IS THE CAUSE SOMETHING:
Tom can control 9 8 7 6 5 4 3 2 1 Tom cannot 
control
Other people can 
control
9 8 7 6 5 4 3 2 1 Other people 
cannot control
Inside Tom 9 8 7 6 5 4 3 2 1 Outside Tom
Permanent 9 8 7 6 5 4 3 2 1 Temporary
I feel angry with or 
disgust for Tom
9 8 7 6 5 4 3 2 1 I  feel sympathy 
or pity for Tom
That’s it -  thank you very much for taking the time to help with this.
Please retum the questionnaire either to the person taking you through it or in the envelope provided 
to Judith McBrien, Clinical Psychologist, Teaming Disability Service, Scott Hospital, Plymouth PL2 
2PQ. Any queries tel 01752 284333.
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Appendix 4; Revised Causal Dimension Scale (II)
Taken from: McAuley, E., Duncan, T.E. & Russell, D.W. (1992). Measuring causal 
attributions: the revised Causal Dimension Scale (CDS-II). Personalitv & Social 
Psvchologv Bulletin 18 566-573.
Think about the MAIN CAUSE you have written above. The items below concern your opinions of 
this cause or causes of the incident. Circle one number for each of the following questions. IS THE 
CAUSE/S SOMETHING:
1 That reflects an 
aspect of the person
9 8 7 6 5 4 3 2 1 Reflects an aspect of 
the situation
2 Manageable by the 
person
9 8 7 6 5 4 3 2 1 Not manageable by the 
person
3 Permanent 9 8 7 6 5 4 3 2 1 Temporary
4 The person can 
regulate/control
9 8 7 6 5 4 3 2 1 The person cannot 
regulate/control
5 Over which others 
have control
9 8 7 6 5 4 3 2 1 Over which others 
have no control
6 Inside the person 9 8 7 6 5 4 3 2 1 Outside the person
7 Stable over time 9 8 7 6 5 4 3 2 1 Variable over time
8 Under the power of 
other people
9 8 7 6 5 4 3 2 1 Not under the power 
of other people
9 Something about the 
person
9 8 7 6 5 4 3 2 1 Something about 
others
10 Over which the 
person has power
9 8 7 6 5 4 3 2 1 Over which the person 
has no power
11 Unchangeable 9 8 7 6 5 4 3 2 1 Changeable
12 Other people can 
regulate/control
9 8 7 6 5 4 3 2 1 Other people cannot 
regulate/control
Research Dossier: Appendices 187
Appendix 5i Information sheet for participants
(headed paper)
Information Sheet: Taking Part in Research
Attitudes to offending behaviour in people with and without learning disabilities
You are being invited to take part in a research project that we hope will help the different 
agencies in this difficult area of work. Here is some information to help you decide whether 
or not to take part. It is up to you to decide whether to take part or not. Thank you for 
reading this.
Your name is not required for the research. All the information collected about you is 
anonymous and will be kept strictly confidential.
What is the purpose of the study?
We know that some people with learning disabilities sometimes commit offences, as do 
other members of society. It can be very difficult for those involved to know how best to 
respond. Decisions have to be made as to whether to report an incident and what action to 
take. The decision-makers tend to be care staff police officers and social services. 
Guidance and inter-agency protocols are not always in place. The research literature shows 
that an important aspect of how people react to situations is their beliefs about the causes of 
events. We do not know how people view the causes of offences committed by people with 
learning disabilities.
This study is set up to explore the views and beliefs of three groups (staff in residential 
homes, police officers and care managers in Social Services) towards offending behaviour. 
It is going to look at differences (if any) between these professional groups and also at 
whether people have different views if the perpetrator of an offence is a person with or 
without learning disabilities. It will explore what people feel are the causes of offences -  
and -  what they think the other groups think.
Why have I been chosen?
You have been selected as a member of one of these groups of staff. The relevant manager 
of your organisation has given their permission for me to approach you.
Who is organising the study?
The study is being carried out by Judith McBrien, Clinical Psychologist in the Plymouth 
Community Services NHS Trust/University of Plymouth. It has the support of the Health 
Action Zone in Plymouth. It will be completed by April 2001.
What will happen to me if I take part?
You will be asked to complete a number o f forms. The first two pages ask for background 
information on your age group, job, training and so on. Then you will read three, short, 
fictitious stories of crimes. You will then rate a) your views on each story; and b) your view 
of what one of the other professional groups might think of each one. Ratings are made 
confidentially and without discussion.
Completing the forms will take place in groups at your place of work with the researcher 
present to answer any queries. It will take 30-40 minutes in all. Your answers will be in 
written form and will not be known to anyone other than the researchers.
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Half the participants will be asked their views about offences committed by people with 
learning disabilities. The other half will be asked their views about offences committed by 
people without learning disabilities.
What are the possible risks of taking part?
All information that might identify a participant individually will be kept confidential. 
Certain personal information is required in order to make valid comparisons between 
groups. This includes your age band, qualifications, length of time in current job and so on. 
It is also important to know whether you have any personal experience of crime. It will only 
be necessary to state the type of crime.
If you feel any aspect of this might be upsetting or too intrusive for you, you can refuse to 
participate and there is no need to say why.
What are the possible benefits of taking part?
The intended benefits of the study are to use the findings to a) develop inter-agency 
protocols and guidance and b) inform the content of staff training courses to help staff meet 
the demands of these complex situations.
Confidentiality -  who will know I am taking part in the study?
Only the researchers and other people who complete it in the same group as you. No-one 
will know what your answers to questions were (as all answers are written on the 
questionnaires and not discussed.
All information that is collected about you during the course of the research will be kept 
strictly confidential. Any information used in writing up or publishing the research will be 
anonymised and only group differences will be analysed (e.g. the report would state findings 
in the form of “care staff believe ‘x’” as compared to “police officers believe fy’”).
What will happen to the results of the study?
Results will be made available to any participant who wishes to read them. If the findings 
are interesting enough they will be published. Staff groups can request a formal 
presentation of the results to staff meetings.
Contact for further information
If you need fiirther information you can contact me (Judith McBrien) at the address above.
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Appendix 6: Consent form
CONSENT FORM 
Title of Project:
Attitudes to offending behaviour in people with and without learning disabilities 
Name of Researcher:
Judith McBrien, Clinical Psychologist, Plymouth Community Services NHS Trust 
PLEASE INITIAL BOX
1. I confirm that I have read and understand the information sheet
for the above study CH
2. I understand that my participation is voluntary □
3. I agree to take part in the above study. □
Name of participant Date Signature
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Appendix 7i Normality of data on the attribution and affect variables
A test for significant skewness was computed by dividing ‘skewness’ by the ‘standard error’ 
for skewness. The results are not extremely skewed if  the resulting value is < 1.96 (Howitt 
and Cramer, 1997). The data for this were taken from the Table 7.1 below. Only one 
variable ( ‘se lf control Jenny’) has a  score >  1.96.
Table 7.1: Descriptive statistics for attribution affect variables
Descriptive Statistics
N Minimum Maximum Mean Std. Skewness Kurt3SlS
Statistic Statistic Statistic Statistic Statistic Statistic Std. Error Statistic Std. Error
self control Jenny 145 1.00 9.00 4.1517 2.49536 .529 .201 -.848 .400
external control Jenny 144 1.00 9.00 4.6111 2.33882 .017 .202 -1.073 .401
Inside jenny 145 1.00 9.00 6.0828 2.22830 -.411 .201 -.614 .400
permanent jenny 144 1.00 9.00 4.5625 2.06441 .120 .202 -.481 .401
disgust jenny 145 1.00 9.00 3.9448 1.93570 .213 .201 -.383 .400
other self control jenny 143 1.00 9.00 4.1888 2.83577 .371 .203 -1.304 .403
other ext control jenny 142 1.00 9.00 5.0493 2.57188 -.116 .203 -1.252 .404
other Inside jenny 142 1.00 9.00 6.5000 2.30248 -.711 .203 -.553 .404
other perm jenny 142 1.00 9.00 5.3873 2.44615 -.084 .203 -.992 .404
other disgust jenny 143 1.00 9.00 4.5175 2.73695 .213 .203 -1.199 .403
self control mark 142 1.00 9.00 5.0352 2.55829 -.068 .203 -1.118 .404
ext control mark 142 1.00 9.00 4.4859 2.62215 .147 .203 -1.181 .404
Inside mark 142 1.00 9.00 7.1831 1.90416 -.898 .203 -.025 .404
permanent mark 142 1.00 9.00 5.7394 1.81671 -.073 .203 -.102 .404
disgust mark 143 1.00 9.00 6.5385 2.09214 -.427 .203 -.472 .403
other self con mark 142 1.00 9.00 4.6620 2.81810 .238 .203 -1.368 .404
other ext con mark 142 1.00 9.00 4.8169 2.67539 -.009 .203 -1.203 .404
other Inside mark 142 1.00 9.00 6.7746 2.10502 -.841 .203 -.035 .404
other permanent mark 141 1.00 9.00 6.0355 2.12270 -.333 .204 -.464 .406
other disgust mark 142 1.00 9.00 6.0775 2.47276 -.444 .203 -.867 .404
self control tom 145 1.00 9.00 6.0138 2.30936 -.429 .201 -.707 .400
external control tom 144 1.00 9.00 4.9583 2.63615 -.031 .202 -1.180 .401
Inside tom 144 1.00 9.00 6.2569 1.90966 -.337 .202 -.186 .401
permanent tom 143 1.00 9.00 4.6853 2.09432 -.004 .203 -.289 .403
disgust tom 145 1.00 9.00 4.3448 1.60891 -.364 .201 .696 .400
other self control tom 143 1.00 9.00 5.4825 2.56425 -.131 .203 -1.128 .403
other ext con tom 143 1.00 9.00 5.2657 2.64029 -.211 .203 -1.139 .403
other Inside tom 142 1.00 9.00 6.3873 1.99236 -.429 .203 -.545 .404
other permanent tom 143 1.00 9.00 5.2378 2.21696 -.022 .203 -.693 .403
other disgust tom 
Valid N (llstwlse)
142
136
1.00 9.00 4.3732 1.87408 .159 .203 -.047 .404
Research Dossier: Appendices 191
Appendix 8: ANOVAs bv vignette for attributions and affect
8.1 Results for assault vignette
Table 7.1: Means (M) and standard deviations (SD) for the attribution and affect scales for the 
assault vignette “
Carers Police
LD Non-LD LD Non-LD
Attribution/affect M SD M SD M SD M SD
Self control 3.800 2.003 4.575 2.772 3.969 1.960 4.242 3.103
External control 4.949 2.449 4.000 2.320 5.250 2.048 4.333 2.367
Inside 4.875 2.289 6.150 2.107 6.250 2.140 7.303 1.649
Stability 4.350 2.167 4.125 1.828 5.344 2.026 4.594 2.123
Affect 3.300 1.977 4.500 1.840 3.125 1.362 4.849 1.938
 ^Higher scores on the 9 point scales = more self control, more external control, more inside the 
person, more permanent and less sympathy/pity.
Self control
There were no significant effects for job (F = .038, df 1, \ A \ , p  — .845) or perpetrator (F — 
.360, df 1,141,;? =  .550).
External control
There was no significant effect for job (F = .673, df 1,140, p  =  .414). There was a 
significant effect for perpetrator (F = 5.811, df 1,140, p  =  .017). Police and carers rated 
external control higher for the LD than the Non-LD perpetrators.
Locus of control
There were significant effects for job (F = 13.320, df 1,141, p  = .000) and perpetrator (F =
11.296, df 1,141, p  = .001). Carers rated the cause as more outside the person than did the 
police (job effect) and police and carers rated the cause as more ‘outside’ the person for the 
LD than the Non-LD perpetrator (perpetrator effect). There was no interaction effect.
Stability
There was a significant effect for job (F =  4.586, df 1,140, p  = .034), but not for perpetrator 
(F = 2.038, df 1,140, = .156). Carers rated the cause as less stable than did the police.
Affect
There was a significant effect for perpetrator (F = 23.376, df 1,141, p  =  .000) — both groups 
were more sympathetic towards the LD perpetrator. There was no significant effect for job 
(F = .082, df 1,141,;? = .775).
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8.2 Results for the rape vignette
Table 7.2: Means (M) and standard deviations (SD) for the attribution and affect scales for the 
rape vignette “
Carers Police
LD Non-LD LD Non-LD
Attribution/affect M SD M SD M SD M SD
Self control 5.026 2.284 5.513 2.919 4.375 2.012 5.121 2.837
External control 5.184 2.670 3.949 2.780 5.469 2.257 3.364 2.148
Inside 6.632 2.211 7.205 1.809 6.906 1.673 8.061 1.580
Stability 5.605 2.021 5.744 1.712 5.813 1.595 5.818 1.960
Affect 5.103 2.075 7.436 1.729 5.938 1.684 7.758 1.621
“ Higher scores on the 9 point scales = more self control, more external control, more inside the 
person, more permanent and less sympathy/pity.
Self control
There were no significant effects for job  (F = 1.470, d f 1,138, ;? =  .227) or perpetrator (F — 
2.053, d f 1,138,;? = .154).
External control
There was a significant effect for perpetrator (F = 15.645, d f 1,138, p  = .000). Carers and 
police rated external causality higher for the LD perpetrators than for the Non-LD 
perpetrators. There was no significant effect for job  (F = .127 d f 1,138, p  = .722).
Locus of control
There was a significant effect for perpetrator (F = 7.694, d f 1,138, p  = .006). Police and 
carers rated the cause as lying more outside the LD than the Non-LD perpetrator. There was 
no significant effect for job (F = 3.291, d f 1,138, p  =  .072).
Stability
There were no significant effects for job (F = .208, d f 1,138, p  = .649) or perpetrator (F = 
.054, d f 1,138,;? = .816).
Affect
There was no significant effect for job (F = 3.669, d f 1,139, p  — .057). There was a 
significant effect for perpetrator (F = 47.318, d f 1,139,;? = .000). Both groups were more 
sympathetic towards the LD than the Non-LD perpetrator.
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8.3 Results for the theft vignette
Table 7.3: Means (M) and standard deviations (SD) for the attribution and affect scales for the 
theft vignette “
Carers Police
LD Non-LD LD Non-LD
Attribution/affect M SD M SD M SD M SD
Self control 5.700 2.066 6.400 2.468 5.969 2.055 5.970 2.640
External control 5.821 2.470 4.100 2.951 5.844 2.065 4.121 2.395
Inside 5.667 2.043 5.950 1.753 6.594 1.757 7.000 1.837
Stability 4.447 2.286 4.100 2.010 5.500 1.884 4.879 1.965
Affect 3.975 1.860 4.100 1.676 4.313 1.355 5.121 1.166
“Higher scores on the 9 point scales = more self control, more external control, more inside the 
person, more permanent and less sympathy/pity.
Self control
There were no significant effects for job (F = .044, d f  1,141, p  =  .835) or perpetrator (F = 
.819, d f  1,141,;? = .367).
External control
There was a significant effect for perpetrator (F = 16.676, d f 1,140, p  =  .000) but not for job 
(F = .003, d f  1,140,;? = .958). Carers and police rated external causality higher for the LD 
than the Non-LD perpetrators.
Locus of control
There was a significant effect for job (F = 10.114, d f  1,140,;? =  .002), but not for perpetrator 
(F = 1.230, d f  1,140,;? =  .269). Carers rated the cause as more ‘outside’ the person than did 
the police.
Stability
There was a significant effect for job (F = 7.067, d f 1,139, p  =  .009) but not for perpetrator 
(F = 1.977, d f 1,139,;? = .162). Carers rated the cause as less stable than did the police.
Affect
There was a significant effect for job (F = 6.764, d f  1,141, p  =  .010) but not for perpetrator 
(F = 3.194, d f 1,141, p  = .076). Carers were more sympathetic to both types o f perpetrator 
than were the police.
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Appendix 9: Selection of comments made by police officers
As Response Officers (and to a lesser extent Ward Officers) the role is to arrive at the scene 
and make a rapid assessment. It is important to gain control of the situation and be aware 
that other people are watching how they deal with it.
The cause of the incident is not important or relevant at that point. In the words of one 
officer the police have “cynicism, hardness and impartiality” and “do not try to jump into 
the mind of the person”. Nevertheless they wanted more information, for example on the 
level of learning disability, the age of Mark (the rape perpetrator).
Some officers were adamant that they have no discretion -  “it is all procedure”. The 
Response Officer role is not to decide what to do. Different officers (not them) decide 
whether to charge person or not. “It can all come out in the wash” but the Response Officer 
has to decide quickly. Some were clear that policy would dictate their action regardless. 
For example, at the time of the study there were policies in force that said that if the offence 
occurred in a particular location of the city, or if the offender were a juvenile or if it was a 
domestic violence situation, the officers were obliged to arrest the perpetrator. “We have 
protocol -  if  s the same for everyone”. “If s still an offence -  should still call the police”.
Others felt they do have discretion and that the action they take all depends on the 
circumstances and were at pains to say they would find out more (than was provided in the 
vignettes) before proceeding. Some referred to themselves as the “social workers of the 
streets” -  not just dealing with crime but with an array of social problems. If learning 
disability was involved they felt they should err on the side of caution, as any case of this 
kind would mean, “the circus comes to town”.
A view of one of the police inspectors involved with the study expressed a more subtle 
process operating. When a person with learning disability has committed an act, which in a 
person of average intelligence would receive a police charge, it must be borne in mind that 
the police officer concerned may want to put the report into the “too difficult basket”. He 
felt that there is personal prejudice to overcome as well as organisational in terms of how 
the police approach situations involving people with learning disability. This was echoed by 
some of the officers who felt that their own experience inside and outside the force may 
affect their reactions. Some said that those from a service background viewed events in 
more black and white terms.
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